THE JOURNAL 


of the American Medieal Association 


Published Under the Auspices of the Board of Trustees 


VOL. 159, NO. 3 CHICAGO, ILLINOIS 


CopyrRiGHT, 1955, By AMERICAN MEDICAL ASSOCIATION 


SEPTEMBER 17, 1955 


ASSOCIATION OF MATERNAL AND FETAL FACTORS WITH DEVELOPMENT 
OF MENTAL DEFICIENCY 


1, ABNORMALITIES IN THE PRENATAL AND PARANATAL PERIODS 


Benjamin Pasamanick, M.D., Baltimore 
and 


Abraham M. Lilienfeld, M.D., Bufjalo 


It has been repeated frequently within recent years cerebral injuries. While syphilis had been implicated for 
that mental deficiency is not in itself a clinical entity but many years as an important prenatal factor in the devel- 
rather a symptom present in a large number of diseases opment of mental deficiency, only in the last few decades 
of varying etiology. This symptom, present according have we become aware that the period of uterine life is 
to different estimates in from 1 to 2% of the population one in which the fetus may be damaged by a number of 
of the United States, is probably the most serious single noxious agents. Among these may be mentioned toxo- 
public health problem from the point of view of chron- plasmosis, rubella, and possibly other viral invasions and 
icity, cost of care, loss of productive and earning capac- sensitizations to blood components such as the Rh and 
ity, and tragedy in the family. Within this century the other factors. Even dietary inadequacies have been im- 
thinking concerning the etiology of this entity has swung plicated.* 
from considering the majority of cases of mental de- A number of studies, such as Windle’s,® on the effects 
ficiency to be of hereditary or familial origin to the belief of anoxia on animals have shown that, with sufficient 
that only a small minority of cases falls within this cate- insult to the brain, it is possible to produce behavioral 
gory.” As an increasing number of exogenous factors has malfunction analogous to human mental deficiency. 
become causally implicated, the so-called endogenous Studies attempting to investigate the relationship of 
role of heredity that had previously been applied largely various prenatal or paranatal factors to the development 
on a post hoc basis has accordingly diminished. The of mental deficiency in children have usually been rather 
familial aggregation of mental retardation is frequently poorly designed. They frequently have been inade- 
being attributed more to an increased risk of exposure quately controlled or based on retrospective information 
of family members to the same etiological factors * obtained from parents, with all the possibilities of bias 
rather than to heredity. this implies. Darke, in a carefully conceived study, 

Injury to the brain has long been known to produce found that there was a significant relation between 
sufficient dysfunction to result in mental deficiency, and asphyxia neonatorum and low IQ; however, Keith and 
complications of delivery, such as prolonged and dif- Norval * in a similar study did not find this relationship, 
ficult delivery and difficulty in resuscitation of the new- although a few individuals were found to be in the 
born infant, are often described as major causes of these defective range. Both studies are open to the serious 
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objection that they eliminated cases with any question 
of neurological involvement. It is difficult to conceive of 
cerebral damage sufficient to cause serious intellectual 
impairment without even slight neurological findings. 
One is led to question the depth of the asphyxia in the 
cases with completely negative physical findings. 

It seemed that a better approach to the question of 
association of maternal and fetal factors with the de- 
velopment of mental deficiency might be made by se- 
lecting a group of retarded children born in a given area 
and then reviewing the maternal and fetal factors as 
recorded on birth certificates and hospital obstetric rec- 
ords. Comparison could then be made with an appro- 
priately selected control group. We have used such an 
approach in a series of similar epidemiological studies 
of the association of maternal and fetal factors with the 
development of the neuropsychiatric disorders, cerebral 
palsy,” epilepsy,” and behavior disorders of childhood,"” 
in which significantly positive associations were found. 
This is a report of the results of such an investigation 
with regard to mental deficiency. 


‘METHOD OF STUDY 

The case registers of the Harriet Lane Home, chil- 
dren’s psychiatric service of the Johns Hopkins Hospi- 
tal, and the division of special education of the Baltimore 
Department of Education were searched for the names 
and identifying information of patients with diagnosed 
mental deficiency or intelligence quotients under 80 who 
were born in Baltimore during the period from 1935 to 
1952 inclusive. The registers of two institutions for 
mentally defective persons operated by the State of 
Maryland Department of Mental Hygiene were likewise 
searched for institutionalized patients with mental de- 
ficiency. The following information concerning each 
patient was obtained from the clinic or hospital record 
when available: type of deficiency; presence of asso- 
ciated defects such as epilepsy, cerebral palsy, congenital 
anomalies, or other defects; and the results of intelli- 
gence testing. The records obtained from these different 
sources were matched to locate duplicates, which were 
discarded. The birth register maintained by the bureau 
of vital records of the Baltimore City Health Department 
was then searched for the birth certificates of these per- 
sons. As a control series of births with which the de- 
fective patients could be compared, the next birth re- 
ported from the same place of birth as the defective 
patient, matched by race and maternal age group, was 
selected. The following maternal age groups were used: 
under 20, 20 to 24, 25 to 29, 30 to 34, 35 and over. If 
the matched control had died during the neonatal period 
as determined either from the birth certificate or from 
the hospital records, this birth was omitted from the 
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_ control series and the next birth with the characteristics 


noted above was selected. This was done since there 
was no chance that mental defect would manifest itself 
in a child dying during the neonatal period, and this child 
should not, therefore, be considered as a control whose 
prenatal and paranatal experiences could be compared 
with a retarded child who had survived the neonatal 
period. From the birth certificates the following infor- 
mation was obtained on each defective child and his 
matched control: place of birth, maternal age, total 
number of previous pregnancies, number of previous 
infants born alive and now living, number born alive 
and now dead, and number born dead. 

In those instances in which the retarded child and its 
matched control were born in a hospital, the following 
information concerning the pregnancy and delivery was 
abstracted from the hospital record: total number of 
previous pregnancies of the mothers, numbers of previ- 
ous abortions, previous stillbirths, previous premature 
births, previous neonatal deaths, length of labor, com- 
plications of pregnancy and labor, operative procedures, 
birth weight, and the condition of the child during the 
neonatal period. The person obtaining this information 
from the hospital record was not informed whether the 
birth was of a retarded or of a control child. The hospi- 
tal records did not contain information concerning the 
abnormalities studied in a small number of both defec- 
tive patients and contrc!s. The number differed depend- 
ing on the specific abnormality, resulting in a slight vari- 
ation in the totals in the tables presented in this report. 

Of the 1,107 retarded children for whom birth cer- 
tificates were located, 430 (or 38.9% ) were nonwhite. 
Sixty-four per cent and 55%, respectively, of the white 
and nonwhite births were in hospitals. Thirty-five chil- 
dren, representing 3.2% of the total, were a result of a 
multiple pregnancy. It is of interest that this percentage 
of multiple births is higher than in the control group 
(0.5% ) and in the general population (1.2%). This 
report will be concerned with the single birth group, 
since the number of multiple births is so small. Of the 
656 white mentally defective children 428, or 62.6%, 
were males, and 280, or 60.4%, of the nonwhite pa- 
tients were males. This increased prevalence among 
males is in agreement with observations made in other 
investigations.! A higher proportion of males has been 
noted previously in groups of epileptics, cerebral pal- 
sied persons, and children with behavior disorders. 

One might question the reliability of inferences drawn 
from cases of mental deficiency that were principally ob- 
tained from a clinic and institutional population and 
that consequently would be expected to have an over- 
representation of persons in the lower income groups. 
It was possible to examine this poirt by utilizing census 
tract information that permitted the grouping of the 
cases into various economic categories. The retarded 
children and their matched controls were essentially 
similar in their socioeconomic status. 

In this report, consideration will be limited to the 
association of complications of pregnancy and parturi- 
tion, prematurity, and abnormal neonatal conditions 
with the development of mental deficiency. The results 
of the study of the association with other maternal and 
fetal factors, as well as the association with degree of 
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retardation, will be presented in subsequent reports. 
The factors that are analyzed in this report were availa- 
ble only for births in hospitals, thereby reducing the 
number of white patients from 677 to approximately 
404 and nonwhite patients from 430 to approximately 
235. 


COMPLICATIONS OF PREGNANCY AND PARTURITION 


A comparison of the distribution of the various com- 
plications of pregnancy and parturition that had oc- 
curred among mothers of the retarded children and the 


of the controls. This difference is not significant, al- 
though it is in the same direction as that found among 
the whites. 

An attempt was made to see whether the nonwhites 
differed from the white with regard to a characteristic 
that might explain this difference. We found that 15.2% 
of the white retarded children had associated defects 
such as cerebral palsy, epilepsy, mongolism, and hydro- 
cephalus as compared to only 3.0% of the nonwhites. 
Since we have found that some of these associated de- 


TABLE 1.—Complications of Pregnancy in Mothers of Persons with Mental Retardation and 
Controls, by Race and Presence of Associated Defects 


White — 


No. of Persons with Retardation Retardation 


Without With Without 


Associated Associated No.0 Associated No. of 
Complications Defects * Detects Total Controls Defects Total Controls 
38 2 40 34 aD 51 42 
Bleeding during pregnancy and labor (cause not specified) 10 2 12 10 7 s 5 
10 18 13 7 7 2 
Dystocia owing to abnormal pelvis......ccccsccccccccecccecs 10 2 12 15 29 31 44 
Miscellaneous puerperal complications 14 19 11 1] 
Premature separation Of 5 1 6 4 1 2 1 
Dystocia other than owing to abnormal pelvis.............. 18 ) 23 24 - 1 
Malpresentations other than breech..........cc.ccecccesecees 8 1 9 5 11 12 6 
No. of hospital records containing information............. 334 70 404 416 227 235 240) 
* Associated defects include cerebral] palsy, epilepsy, hydrocephalus, mongolism, tuberous sclerosis, and eraniotacial detects. 
+ Nonpuerperal complications include diseases associated with, but not related to, pregnancy. 
t Miscellaneous puerperal complications include pyelitis, other genitourinary diseases, and hydramnios. 
TABLE 2.—Frequency of Complications of Pregnancy in Mothers of Persons with Mental Retardation and Controls, 
by Race and Presence of Associated Defects 
White Nonwhite 
No. of Retarded Persons No. of Retarded Persons 
Without With Without 
Associated Associated No. of Associated No. of 
Defects Defects Total Controls Defeets Total Controls 
No. of Complications No No. No. No. % No. No. % No. 
218 65.3 47 67.1 P65 65.6 311 74.8 40.5 40.0 45.0 
28.7 17 245 113 7s 18.8 SO 37.4 37.9 37.5 
13 3.9 5 18 4.5 24 31 13.7 33 14.0 26 10.8 
Yo de 4 1.2 1 1.5 ) 1.2 1 0.2 14 6.2 14 6.0 li 4.6 
100.0 70 100.0 404 100.0 416 100.0 297 100.0 235 100.0 240 100.0 
No. having one or more 
COMPHCRTIONS 116 34.7 23 $2.9 1309 34.4 105 25.2 135 141 60.0 132 0.0 
No. having two or more 
on 6.0 6 8.6 6A 27 6.5 22.0 52 29.1 42 17.5 


matched controls of both races is presented in table 1. 
In view of the fact that many mothers have more than 
one complication, a frequency distribution of children 
according to the number of maternal complications is 
presented for these groups in table 2. From those com- 
parisons we note that for the white retarded patients the 
percentage of mothers with one or more complications 
is 34.4, as compared to 25.2 for the control children, 
a difference that is statistically significant. (In this re- 
port differences will be considered statistically significant 
at a probability level of 0.05.) In the nonwhite group 
60% of mothers of mentally defective children had one 
or more complications, as compared to 55% of mothers 


fects are related to the pregnancy factors studied, the 
data were analyzed with the white and nonwhite re- 
tarded children being subdivided into those with and 
those without associated defects. These results are pre- 
sented in tables | and 2. While the number having as- 
sociated defects in the white patients is small, it is ap- 
parent that the abnormalities of pregnancy and parturi- 
tion are somewhat less frequent, and the relative ab- 
sence ° of these associated defects in the nonwhites does 
not explain the lack of statistical significance in this 
racial group. 

In contrast to our findings in epileptics, there appear 
to have been no more of the mentally defective persons 
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who were exposed to multiple maternal complications 
than there were among their controls.° In viewing the 
specific types of maternal complications presented in 
table 1, we note that those that appear to be more 
highly associated with mental deficiency are those non- 
mechanical difficulties such as bleeding during preg- 
nancy or toxemia, which are more prone to produce 
fetal anoxia than the mechanical difficulties of delivery 
such as dystocia. This is similar to our findings in 
cerebral palsy,* epilepsy ° and childhood behavior dis- 
order.’” 
PREMATURITY 

In view of the previously observed relationships of 
prematurity with the other neuropsychiatric disorders 
studied and because of the clinical observations that pre- 
mature infants are more susceptible to anoxia, a com- 
parison of the prevalence of prematurity among the 
cases of retardation with the controls was made. Since 
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PRESENCE OF ABNORMAL NEONATAL FINDINGS 


From the hospital records information was obtained 
concerning the status of the infant during the neonatal 
period. Infant abnormalities considered were convul- 
sions, cyanosis, and asphyxia. Corroboration of the 
clinical impressions was obtained by information con- 
cerning the need for oxygen. It is generally accepted 
that such conditions are underreported on the hospital 
record, except for the more severe forms. The preva- 
lence of these neonatal abnormalities among mentally 
defective persons and controls for both races is pre- 
sented in table 4. From this we note that 7.5% of white 
controls had neonatal abnormalities as compared to 
18% of white persons with retardation, and 6.1% of 
nonwhite controls had abnormalities as compared to 
7.7% of nonwhite defectives. These differences are 
statistically significant in the whites but not in the non- 
whites. 


TasLe 3.—Comparison of Percentage of Premature Births* Among Retarded Persons and Controls According to 
Presence of Maternal Complications of Pregnancy and Parturition, by Race 


Complications Present 


Premature Births 
Total 
Births No. % 
White 
Retarded persons .......... ssunes 136 35 25.8 
Nonwhite 
Retarded persons 140 31 22.1 


Complications Absent Total 
Premature Births Premature Births 
Births No. % Births No. % 
945 27 11.0 881 6? 16.3 
295 15 5.1 898 28 7.0 
94 12 12.8 234 43 18.4 
108 10 9.3 240 98 11.6 


* Birth weight below 2,500 gm. 


TaBLE 4.—Occurrence of Abnormal Conditions During Neonatal Period of Persons with Mental Retardation and Controls, by Race 


White Nonwhite 
= 
Retarded Patients Controls Retarded Patients Controls 
No % No. % No. % No. % 
Abnormal condition during neonatal period *................-e00 46 18.0 19 7.8 15 7.7 12 6.1 
Normal condition during neonatal 209 72.0 233 92.5 180 92.3 184 93.9 
Total for whom condition during neonatal period was stated... 955 100.0 252 100.0 195 100.0 1% 100.0 


* Abnormal condition ineludes convulsions, cyanosis, and asphyxia. 


complications are associated with prematurity, it was 
necessary to make this comparison according to the pres- 
ence or absence of complications. The results are pre- 
sented in table 3. The percentage of premature babies 
(those with birth weights beiow 2,500 gm.) was 25.8% 
in the white retarded children with complications and 
1! 4 in those without complications. The percentage ot 
premature babies was 12.6 in the controls with com- 
plications and 5.1 in those without complications. In 
both the group with complications and the group with 
no complications, the prevalence of prematurity was 
significantly higher in the white persons with retardation 
than in the control group. The prevalence of prema- 
turity was even greater among the nonwhites with re- 
tardation than among the whites, and the differences 
between patients given a diagnosis of mental deficiency 
and controls were also significantly higher. It appears 
that prematurity is associated with the development of 
retardation and that this association is independent of 
whether or not prematurity is a result of a complication 
of pregnancy or parturition. 


In view of the fact that these neonatal abnormalities 
are associated with both prematurity and maternal com- 
plications, we thought it desirable to summarize the 
prenatal and paranatal factors presented by disregard- 
ing the overlapping that occurs between these conditions. 
Thus, we would consider only those children who were 
exposed to one or more complications, prematurity with- 
out maternal complications, or neonatal abnormalities 
without either maternal complications or prematurity. 
We would obtain an estimate of the total frequency of 
abnormal prenatal and paranatal factors in each of our 
groups. Such a compilation is presented in table 5. In 
our white group, 46.4% of retarded children have been 
exposed to one or more of these abnormalities; however, 
when this group is subdivided into those with and those 
without associated defects, we find that 46.7% of those 
without associated defects have one or more abnormal- 
ities as compared to 44.3% of those with associated de- 
fects. These figures are to be compared with a preva- 
lence of these abnormalities of 31.4% among our con- 
trols. The prevalence of these abnormalities among all 
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of the nonwhite patients is 66.5% among those without 
associated defects as compared to 59.6% among con- 
trols. The differences between white mentally defective 
patients and controls are statistically significant. The 
differences between the nonwhite cases and controls are 
not significant, although they are in the same direction 
as was found among the whites. It was possible to com- 
pare the group of children with retardation with the 
controls with regard to duration of labor and the types 
of operative procedures performed at time of delivery 
of these children. No essential differences were noted 
in either race. 
COMMENT 

The results of this study appear to indicate that a 
relationship exists between certain abnormal conditions 
associated with childbearing and the subsequent de- 
velopment of mental defect in the offspring. It is well 
to point out that there are limitations to the inferences 
that can be drawn from this retrospective study. One 
difficulty results from the fact that the association was 
not quite as clearly evident in the nonwhite group. How- 
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cases of mental defect were eliminated from the series 
when it was thought that a postnatal condition might 
have been the cause of the retardation, since this might 
have resulted in a bias in favor of the association with 
those factors studied. In addition, it is quite possible 
that some of the controls might also be retarded. The 
inclusion of such cases tends to diminish the association 
with prenatal and paranatal factors, and, therefore, if it 
were possible to eliminate these cases, the association 
found would have been greater. 

The pattern of factors, such as complications of preg- 
nancy, prematurity, and neonatal abnormalities, that ap- 
pear to be associated with mental defect is similar to 
that of factors previously found to be associated with 
stillbirths, neonatal deaths, cerebral palsy, epilepsy, and 
childhood behavior disorder. It has been postulated that 
there exists a continuum of reproductive casualty com- 
posed of a lethal component consisting of abortions, 
stillbirths, neonatal deaths, and a sublethal component 
consisting of cerebral palsy, epilepsy, and behavior dis- 
order. The results of this study suggest that this sub- 


TABLE 5.—Frequency of Abnormalities of Prenatal and Paranatal Periods Among Retarded Patients and Controls, 
by Race and Presence of Associated Defects 


White Nonwhite 
Retarded | Patients Retarde d Patients 
| 
“Without With Without 
Associate Associated Associated 
Defects * Defects Total Controls Defeets Total Controls 
No. % No % No % No. q No. % No. % No % 
Total with one or more maternal complications of 
116 34.7 23 32.9 139 34.4 105 25.2 135 59.5 141 60.0 132 55.0 
Total premature births without maternal complications 25 7.5 4 5.7 29 7.2 15 3.6 11 4.9 12 51 9 8.7 
Total with abnormal conditions during neonatal period 
without prematurity or maternal complications t...... 15 4.5 4 5.7 19 4.7 11 2.6 3 1.3 3 +8 , OS 
Total with abnormalities of prenatal and paranatal 
156 46.7 $1 44.3 188 46 131 $1.4 149 65.7 156 66.5 143 0.6 
Total no. in each category for whom hospital records 
334 70 404 416 297 935 240 


* Associated detects include cerebral palsy, epilepsy, hydrocephalus, mongolism, tuberous sclerosis, and craniofacial detects. 
xia, 


+ Abnormal conditions include conyulsions, cyanosis, and asphyx 


ever, it must be granted that in the nonwhite group the 
differences between retarded individuals and_ their 
matched controls are all in the same direction as those 
observed in the white group, and the amount of pre- 
maturity was statistically significantly different. One 
possible reason for this may be that the size of the non- 
white group is too small to be able to detect a difference, 
particularly in view of the high incidence of complica- 
tions of pregnancy in nonwhites in this country, necessi- 
tating large numbers to test differences. 

Another possible explanation may be that the non- 
white retarded group studied may be more heavily di- 
luted with a group of children who are retarded on a 
sociocultural basis rather than because of specific or- 
ganic injury.* In addition, it is possible that postnatal 
organic factors may be more frequent in the nonwhite 
group and that consequently any differences that exist 
between the control groups and the groups of defective 
persons might be further diluted. In this report post- 
natal conditions such as lead poisoning, head injury, 
meningoencephalitis, or even malnutrition '* that may be 
causal factors in intellectual retardation have not been 
discussed. How important they are is not certain, but 
there does not seem to be any doubt that they exist. No 


lethal component should also include mental retarda- 
tion. It is of additional interest that the association of 
these factors with mental defect is not as great as it 
is with cerebral palsy or epilepsy, but it is somewhat 
greater than with behavior disorders. This observation, 
together with the facts that approximately one-third of 
persons with cerebral palsy have convulsive seizures and 
two-thirds have varying degrees of mental retardation, '- 
suggests that cerebral palsy may be the result of a more 
severe type of brain damage than either epilepsy or 
mental defect. The results are sufficiently suggestive to 
warrant the continuance of similar studies concerning 
other possible components of this continuum. They also 
warrant giving serious consideration to the possibilities 
of establishing concurrent studies in which a group of 
infants classified by these maternal and fetal factors 
could be followed so one could measure the risks of de- 
veloping various associated neuropsychiatric conditions. 
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It is evident from these and similar observations re- 
ferred to in this report that the hypothesis of the con- 
tinuum of reproductive casualty provides a conceptual 
framework for further investigation. We are no longer 
quite justified in speaking of cerebral palsy, epilepsy, 
mental deficiency, and childhood behavior disorder as 
distinct, separable, and indivisible clinical entities but 
must rather think in terms of chronic cerebral injury, 
with cerebral palsy and/or convulsive seizures, mental 
retardation, and behavior disorder as distinct clinical 
entities. This focuses attention not only on the need for 
care in diagnosis but also, since it is now well known 
that individuals with brain injuries require specific types 
of management and education, on the fact that a good 
deal of effort should be exerted to develop precise meth- 
ods of diagnosis. 

Above all, this conceptual framework indicates an 
area within which lies the possibility of prevention of 
these neuropsychiatric disorders. It indicates the need 
for extensive studies of the factors causing or associated 
with the complications of pregnancy and labor, since 
these not only influence maternal health and infant loss 
but appear to have an influence on the surviving infant. 
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Any effort toward the prevention of the components of 
this continuum must of necessity be directed at an im- 
provement of conditions associated with maternal health. 


SUMMARY 


The prenatal and paranatal records of mentally de- 
fective children born in Baltimore between 1935 and 
1952 showed significantly more complications of. preg- 
nancy and delivery, prematurity, and abnormal neo- 
natal condition than a similar number of matched 
controls. The nonmechanical abnormalities such as 
bleeding during pregnancy and toxemia appear to be 
important factors in this association rather than the 
mechanical factors of delivery previously described. 
There is a continuum of reproductive casualty, consisting 
of brain damage incurred during the prenatal and para- 
natal periods as a result of abnormalities during these 
periods, leading to a gradient of injury extending from 
fetal and neonatal death through cerebral palsy, epilepsy, 
behavior disorder, and mental retardation. This con- 
tinuum has implications for further research in the eti- 
ology, diagnosis, management, and prevention of these 
neuropsychiatric disorders. 


HEMATOPOIETIC DEPRESSION FROM NITROGEN MUSTARD 
AND TRIETHYLENE MELAMINE 


Rudolph G. Mrazek Jr., M.D. 


Theodore J. Wachowski, M.D., Chicago 


The purpose of this paper is to emphasize the danger 
of bone marrow depression inherent in the use of nitro- 
gen mustard (Mustargen) and triethylene melamine 
(TEM). The treatment of the malignant lymphomas 
with these drugs has been described by many investiga- 
tors since the reports of Gilman! in 1945 and Karnof- 
sky * in 1951. These compounds have been used mainly 
in the treatment of diffuse or generalized forms of the 
disease. Most investigators feel they are a welcome ad- 
dition to the therapeutic armamentarium. The danger 


From the Tumor Clinic, Research and Educational Hospitals, Uni- 
versity of Illinois. 

The nitrogen mustard used in this study was furnished in part through 
Merck & Co., Inc., Rahway, N. J., and the triethylene melamine was 
furnished through Lederle Laboratories Division of the American Cyana- 
mid Company, Pearl River, N. Y. 
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of total bone marrow depression has been noted before. 
In 20 courses of nitrogen mustard, Taffel * encountered 
5 cases of severe leukopenia and 8 of moderate leuko- 
penia. Thrombocytopenia occurred in six patients, four 
of whom developed spontaneous hemorrhages. Two 
deaths due to toxicity were observed by Kurnick and as- 
sociates * while treating 24 cases of Hodgkin’s disease. 
Six other patients developed marrow depression. They 
concluded that the drug should be given to the maximum 
tolerated dose. They observed leukopenia, i. e., less 
than 3,000 white blood cells per cubic millimeter, in al- 
most every case; thrombocytopenia in seven patients; 
and anemia in two patients. 

Depression of hematopoiesis by triethylene melamine 
has been noted also. Meyer, Schwartz, and co-workers ° 
reported “the greatest danger in using TEM is the un- 
predictable vulnerability of the marrow.” They encoun- 
tered 4 deaths due to pancytopenia and 4 additional cases 
of serious marrow depression in their series of 63 cases. 
Rundles and Barton ° emphasized the problem of ob- 
taining adequate therapy with triethylene melamine with- 
out the serious hazards of overdosage. In 58 patients 
treated with the drug, Karnofsky * noted 43 instances of 
hematological depression. Kravitz’ felt that the only 
index of biological response was evidence of marrow de- 
pression. Paterson and Kunkler * reported leukopenia 
in 13 of 22 patients. One-half of their patients developed 
leukopenia at a dosage level of 0.3 mg. per kilogram of 
body weight of the drug (21 mg. for a 70 kg. person). 
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In the present study, 100 patients with malignant lymph- 
oma, consisting of 65 cases of Hodgkin’s disease, 18 of 
lymphosarcoma, 5 of reticulum cell sarcoma, and 12 of 
unclassified lymphoblastoma, were treated with either 
nitrogen mustard or triethylene melamine. One hundred 
eighty-nine courses of the drugs were given. Nitrogen 
mustard was given to 68 patients intravenously in doses 
of 0.1 mg. per kilogram of body weight per day for four 
consecutive days. Some of the patients were hospitalized, 
but most were treated as outpatients. This necessitated 
occasional modifications of the dosage schedule. 


COMPLICATIONS 

Three types of complications were observed: (1) 
local tissue reaction following injection of nitrogen mus- 
tard, (2) gastrointestinal distress, and (3) hematopoietic 
depression. The local reactions consisted of cellulitis or 
phlebitis and were seen in eight patients. They occurred 
when nitrogen mustard was given without dilution and 
were eliminated when the nitrogen mustard solution was 
injected into tubing carrying a freely flowing intravenous 
infusion of isotonic sodium chloride solution. Gastro- 
intestinal distress, in the form of epigastric burning, 
nausea, or vomiting, occurred in 52 patients. These 
symptoms occurred mainly after administration of nitro- 
gen mustard. One patient stated that the treatment was 
worse than the disease, but most were disturbed only 
minimally and were relieved by sedation. Various other 
measures failed to influence the reaction. Recently 
chlorpromazine [10-(y-dimethylaminopropy]) -2-chloro- 
phenothiazine hydrochloride] has been useful in the con- 
trol of gastrointestinal upsets. Patients receiving tri- 
ethylene melamine were given aluminum hydroxide gel 
orally before ingesting the tablets, and, while epigastric 
distress was a common complaint, it never was necessary 
to discontinue treatment because of this. Hematopoietic 
depression occurred in 54 of the 100 patients treated. 
The patients were divided into three groups on the basis 
of the hematological manifestations: a first of 46 pa- 
tients, in which peripheral leukocyte or platelet depres- 
sion was absent; a second of 32 patients, in which the 
leukocyte count was depressed below 5,000 white blood 
cells per cubic millimeter; and a third, of 22 patients, 
in which the leukocyte count dropped below 3,000 or 
the platelet count below 100,000 cells per cubic milli- 
meter. Eight of the 22 patients with severe depressions 
experienced alarming complications, and of these died. 
Detailed bone marrow studies were obtained on three 
of the patients and revealed marked atrophy of the nor- 
mal marrow elements. 

The incidence of complications did not appear to be 
related to the specific disease process. Five of the serious 
depressions occurred in the 65 cases of Hodgkin’s dis- 
ease (8%), two in the 18 cases of lymphosarcoma 
(11%), and one in the 12 cases of unclassified lympho- 
blastoma (8% ). Previous treatment with irradiation or 
chemicals was the factor most directly related to the 
occurrence of peripheral blood depression (see table ). 
A second factor of importance was the general condition 
of the patient. The bone marrows of those patients who 
were debilitated or had widespread disease were affected 
most by the medication. 
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Sixty-eight patients were treated with nitrogen mus- 
tard. Twenty-four of them had had no previous treat- 
ment, and 13 of the 24 (54%) showed no significant 
blood change. Ten of the 24 patients (42% ) developed 
a moderate white blood cell depression (count below 
5,000 per cubic millimeter), and only one patient’s 
white blood cell count fell below 3,000 cells per cubic 
millimeter (4% ). This patient was in a debilitated state 
when his treatment was begun. Forty-four patients had 
had previous treatment, with irradiation, nitrogen mus- 
tard, or triethylene melamine, and 22 (50° ) showed 
no significant blood change. Thirteen (29% ) developed 
a moderate bone marrow depression, while nine (21% ) 
developed serious depressions. Of these nine patients, 
two died and another had a serious hemorrhage but re- 
covered. The others recovered without complications. 

A total of 44 patients were treated with triethylene 
melamine. Nine had had no previous treatment. Only 
one, a patient with widespread disease, developed a 
serious white blood cell depression (11%). Thirty-five 
patients had had previous irradiation or nitrogen mus- 
tard therapy. Seventeen (49% ) showed no significant 
blood change. Moderate peripheral blood depression 


Effects on®Leukocyte Count of Nitrogen Mustard and 
Triethylene Melamine Therapy 


Count 
Below 
Count 5.000 and Count 
Above Above Below 
No. of 5,000 3,000 3,000 
Patients 
Drug Treated No. &% No. & No. % 
Nitrogen mustard 
No previous therapy 24 li 54 10 42 1 4 
Previous therapy 44 22 50 13 29 9 21 
Triethylene melamine 
No previous therapy 9 6 66 2 23 1 ll 
Previous therapy 35 17 49 7 20 11 31 


occurred in 7 (20% ), while serious depression was seen 
in 11 patients (31%). In the latter group, three died, 
two had severe hemorrhage, and six made an uneventful 
recovery. Twelve patients had bone marrow depression 
after triethylene melamine therapy. Initial courses of 
1 mg. per day for 21 days did not cause any significant 
blood change in any of 23 patients. Second courses of 
1 mg. per day caused serious bone marrow depressions 
in four of six patients (66% ). Five milligrams per day, 
during either initial or second courses, caused serious 
depression in 8 of 22 patients (36% ). This occurred 
after an average of 38 mg. of the drug had been given 
and seemed more related to the total dose given than to 
the spacing of the doses within the schedules followed. 
In all eight alarming hematopoietic depressions were 
encountered. One massive hemorrhage and two deaths 
followed nitrogen mustard therapy. Two massive hemor- 
rhages and three deaths followed triethylene melamine 
therapy. 

In our experience nitrogen mustard and triethylene 
melamine proved to be effective drugs. Eighty-one per 
cent of the patients treated improved, 14% showed no 
improvement, and in the remaining 5% the effect could 
not be evaluated. In the patients who died as a result 
of the marked hematopoietic depression and came to 
autopsy, active malignant lymphoma still was present. 
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REPORT OF CASES 


Case 1.—A 40-year-old white male had Hodgkin's disease 
manifested by cervical and mediastinal adenopathy. He was 
treated extensively with roentgen rays and received two courses 
of nitrogen mustard. Eighteen months after the second course 
of nitrogen mustard and nine months after the last roentgen 
ray treatment, he was given a third course of nitrogen mustard, 
0.1 mg. per kilogram of body weight daily for four days. His 
pretreatment blood cell count showed 5,700 white blood cells 
and 250,000 platelets per cubic millimeter. Forty days after the 
beginning of this therapy, while in another city, he had massive 
melena and required repeated transfusions. He recovered from 
this episode but continued on a downhill course and died three 
months later. 

Case 2.—A 29-year-old white male had Hodgkin's disease 
manifested by widespread adenopathy, hepatomegaly, weight 
loss, chills, and fever. He was treated with nitrogen mustard and 
irradiation. Although seriously ill, he was given 0.1 mg. per 
kilogram of body weight of nitrogen mustard daily for three 
consecutive days. Ten days after the beginning of this therapy, 
the leukocytes decreased from 3,150 to 1,400 per cubic milli- 
meter and the platelets from 270,000 to an estimated “very few.” 
Despite administration of a total of 75 mg. of corticotropin, he 
died 20 days after the beginning of the last treatment. 

Case 3.—A 20-year-old white female had Hodgkin’s disease 
manifested by enlarged cervical and mediastinal lymph nodes. 
She was treated with two courses of irradiation and one course 
of nitrogen mustard. Six months later, even though her condition 
was precarious, a second course of nitrogen mustard, 0.04 mg. 
per kilogram of body weight per day for four days, was given. 
Three weeks later she developed a leukopenia (P.300 cells per 
cubic millimeter). She then was given 40 mg. of corticotropin 
daily for 19 days and made clinical improvement. At this time, 
her white blood cell count was 2,000 cells per cubic millimeter 
and she again was given nitrogen mustard, 0.1 mg. per kilogram 
of body weight daily for four days. Ten days after this treatment 
was begun, her white blood cell count had dropped to 100 cells 
per cubic millimeter and practically no platelets could be found. 
She died three days later, after massive hemorrhages. 

Case 4.—A 30-year-old white female had Hodgkin’s disease 
manifested by enlarged cervical, axillary, and mediastinal lymph 
nodes. She received two courses of nitrogen mustard. This was 
followed with roentgen rays over a two year period. Pulmonary 
infiltration developed, and she was given a total of 35 mg. of 
triethylene melamine, 5 mg. every three days. Nineteen days 
after treatment was begun, her white blood cell count had 
dropped from 17,700 to 2,900 cells per cubic millimeter and 
the platelets from 540,000 to 370,000 per cubic millimeter. She 
was hospitalized elsewhere and died 53 days after the beginning 
of the therapy. 

Case 5.—A 30-year-old white female had Hodgkin’s disease 
manifested as a left upper pulmonary lobe tumor, which was 
diagnosed by exploratory thoracotomy and biopsy. She was given 
a tumor dose of 3,000 r of roentgen rays followed by 35 mg. 
of triethylene melamine, 5 mg. every three days. Twenty days 
after the start of therapy with triethylene melamine, her white 
blood cell count had dropped from 6,700 to 1,800 and the plate- 
let count from 290,000 to 120,000 per cubic millimeter. She 
developed massive gastrointestinal hemorrhages and epistaxis, 
which required transfusion of 7 liters. She recovered from this 
episode after six weeks of hospitalization. 

Case 6.—A 38-year-old white male had lymphosarcoma mani- 
fested by generalized lymph node enlargement and weight loss. 
He had been given irradiation on three occasions. He was 
given a total of 35 mg. of triethylene melamine, 5 mg. every 
three days. Twenty-six days after this treatment was begun, the 
leukocytes decreased from 35,000 to 3,000 and the platelets from 
270,000 to 80,000 cells per cubic millimeter. He was hospitalized 
two days later because of the pancytopenia, which required 16 
blood transfusions. Three months later the white blood cell 
count was 9,950. 

Case 7.—A 41-year-old white female with reticulum cell sar- 
coma of the tonsil and neck was first treated with irradiation. 
Fourteen years later, a large nonresectable abdominal mass 
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showed a similar histological picture. She was given a course 
of 21 mg. of triethylene melamine. At the close of this treatment, 
her white blood cell count was 4,600 and her platelet count 
400,000 cells per cubic millimeter. The abdominal mass did not 
diminish in size, and, two weeks later, she was started on further 
triethylene melamine therapy in 1 mg. daily doses. After 10 mg. 
had been taken, she developed nausea, petechial hemorrhages, 
melena, and hemoptysis. She died 23 days after the beginning 
of the final therapy from a cerebral hemorrhage. 

Case 8.—A 43-year-old white male had lymphoblastoma 
manifested by enlarged cervical lymph nodes. He was treated 
with roentgen rays and showed a satisfactory response. Eight 
months later, he received 35 mg. of triethylene melamine in 
three weeks’ time. Twenty-six days after treatment began, his 
white blood cell count had fallen to 2,250 and the platelet count 
to 17,600 cells per cubic millimeter. By 40 days after treatment 
began, his count had risen to 8,300 white blood cells and 81,000 
platelets. Because of advancing disease, triethylene melamine 
therapy was resumed at a dosage of 5 mg. twice a week. After 
he had received 35 mg. in this second course, his white blood 
cell count fell to 1,850 and his platelet count to a very few cells 
per cubic millimeter. He died 75 days after the beginning of 
initial therapy of agranulocytosis, which was confirmed at 
autopsy. 

COMMENT 

Nitrogen mustard and triethylene melamine have 
been found to be effective and convenient tools in the 
treatment of the malignant lymphomas. However, these 
drugs may cause severe and uncontrollable depression 
of the hematopoietic system. We encountered 54 in- 
stances of significant depression in the cellular elements 
of the blood in the 100 patients to whom 189 courses of 
either nitrogen mustard or triethylene melamine were 
given. The toxicity of these drugs varied inversely with 
the condition of the patient and the intensity of previous 
treatment. The patients with early disease, almost with- 
out exception, tolerated initial courses of either drug, in 
the amounts we gave, without appreciable drops in the 
blood cell count. However, patients with widespread 
disease or who received prior therapy with roentgen 
rays, nitrogen mustard, or triethylene melamine did not 
tolerate the drugs well. They exhibited alarming drops 
in the number of blood elements, both circulating and 
marrow, after receiving minimal doses of the drugs, It 
is imperative that the hematological status of all patients 
be known before treatment is instituted and that frequent 
checks be made as treatment progresses. Hematopoietic 
depression may be observed 10 to 51 days after the be- 
ginning of treatment, and careful observation should 
continue for at least this period. Once a serious leuko- 
penia or thrombocytopenia has occurred the only effec- 
tive treatment is repeated transfusion. The hematologi- 
cal picture was not altered significantly by either corti- 
sone or corticotropin. Eighty-one per cent of our pa- 
tients improved under treatment; however, residual ma- 
lignant lymphoma was present in all of the patients who 
came to autopsy. 

SUMMARY 

When nitrogen mustard (Mustargen) was adminis- 
tered daily in a dosage of 0.1 mg. per kilogram of body 
weight for four days to 24 patients who had not received 
previous treatment, serious bone marrow depression was 
seen in only one instance (4%), and this occurred 
in a patient with widespread disease. However, when 
nitrogen mustard was given in the same dosage to 44 
patients who had previous treatment with radiation, 
nitrogen mustard, or triethylene melamine (TEM), 
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nine instances (20% ) of serious bone marrow depres- 
sion occurred. Similarly, when triethylene melamine was 
given to nine patients who had no previous therapy, only 
one instance (11) of serious bone marrow depres- 
sion occurred. When triethylene melamine was given 
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to 35 patients who had previous treatment, 11 instances 
(31% ) of thrombocytopenia and/or leukopenia oc- 
curred. Of the 100 patients treated, 8 had alarming bone 
marrow depressions, and 5 of these died. 


1819 W. Polk St. (12) (Dr. Mrazek). 


BOWEL FUNCTION AFTER COLECTOMY FOR CANCER, POLYPS, 
AND DIVERTICULITIS 


Richard C. Lillehei, M.D. 


Owen H. Wangensteen, M.D., Minneapolis 


Subtotal or total colectomy for certain colic lesions 
was described by one of us in 1943.' This procedure 
has been applied with increasing frequency to lesions of 
the left half of the colon in succeeding years. On the 
surgical service of one of us (O. H. W.) since 1946, sub- 
total or total colectomy has come to be the surgical pro- 
cedure of election in cases of cancers of the left colon as 
well as for multiple polyps of the colon. Moreover, in 
many instances of diverticulitis, a total or subtotal colec- 
tomy has been done in which multiple diverticula ex- 
tended into the upper reaches of the descending colon 
or well into the transverse colon. Undetected polyps 
have been uncovered by these wider excisions, and, in 
one instance of diverticulitis, an occult cancer was found 
in the cecum when the operatively removed specimen 
was opened. In fact, total or subtotal colectomy has 
come to be the operative procedure of choice whenever 
colectomy has been undertaken for any lesion of the 
colon distal to the hepatic flexure. Only the necessity of 
excising a segment of ileum in cecal cancers to insure 
removal of the potential lymphatic drainage area has 
made caution necessary in extending the primary exci- 
sion in cancers of the cecum to include the greater por- 
tion of the left colon. As the experience of this study 
suggests, however, it is essentially the extent of excision 
of ileum that determines whether diarrhea will follow; 
excision of the colon per se apparently is not attended 
by diarrhea extending long beyond the period of hospital 
stay. In fact, it is more usual for patients to leave the 
hospital after total colectomy having few or no imposed 
dietary strictures and reporting having not more than 
two stools a day. 

It is the purpose of this paper to report the results of 
this study and, in particular, to report upon the influence 
of total or near total colectomy upon the bowel habits 
of patients. The study is primarily concerned with the 
presence of occult or undetected polyps or carcinomas, 
which prompts our interests in extension of excision 
of the colon over the more conventional hemicolectomy 
or segmental resection. That such lesions may be over- 
looked in the latter type of operation is becoming in- 
creasingly evident. Moreover, it is also obvious that 
when such occult lesions are left behind, subsequent 
surgery is necessitated and the cure rate for cancer is 
diminished. Most students of colic cancer now believe 
that the majority of adenocarcinomas of the colon de- 
velop from preexisting polyps. 


It has been frequently stated that approximately 75% 
of polyps and cancers of the colon and rectum are within 
reach of the sigmoidoscope. It has been the ambition of 
many to extend this range. Theoretically, it should be 
feasible to visualize the colon preoperatively as far as 
the splenic flexure. Hedin,? in 1939, devised such an 
instrument, but it has not come into common use. Many 
surgeons employ a proctoscope at the operating table 
to inspect the remaining colon after a subtotal resection; 
unfortunately, this procedure is handicapped too fre- 
quently by poor visualization. This is especially true in 
the right half of the colon, which is more difficult to 
prepare preoperatively. Also, there is the ever-present 
danger of fecal contamination of the operative field. As 
the most reliable alternative, we have come to employ 
routinely more extensive excision of the colon as a pref- 
erable solution when dealing with polyps or carcinoma 
of the colon. This experience forms the basis for this 
study. 

Polyps of the colon and rectum were once considered 
a rarity. Allingham,* in 1888, commented on the rela- 
tive infrequency of polyps in his experience in 4,000 
proctoscopies. Recently, more accurate observations on 
the true incidence of polyps in the adult population have 
been made. In a recent report ' from the Cancer Detec- 
tion Center of the University of Minnesota, 17% of 
3,364 patients examined over a three year period were 
found to have one or more polyps of the colon and rec- 
tum. All the patients in this entire group were between 
the ages of 45 and 64 years. Obviously, age is an item 
to be considered when the incidence of rectal or colic 
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polyps is discussed. Multiple carcinomas of the colon 
occurring simultaneously or successively in time have 
long been recognized by surgeons interested in this 
problem and constitute a definite problem in surgical 
treatment of malignancies of the colon. Excluding the 
condition of disseminated or familial polyposis, which is 
not being considered specifically in this paper, Bargen 
and Rankin ° found two or more carcinomas in 4.6 of 


Fig. 1.—Extent of operation in total or subtotal colectomy for cancer 
of coion beyond hepatic flexure. 


344 cases of carcinoma of the large intestine. Many 
similar reports that document this evidence are to be 
found in the literature. In 1942, Mayo and Schlicke * 
reported 131 autopsies performed within three weeks 
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after operations for carcinoma of the colon and rectum. 
Forty-nine of the 131 cases (37.4%) had polyps in 
the remaining colon. There was a second carcinoma 
present in the residual colon in seven cases (5.3 ). 


STUDY GROUP AND METHOD 

All patients included in the present group had a total 
or near total colic resection including, in many instances, 
resection of varying amounts of terminal ileum. The pe- 
riod of the study extended from Jan. 1, 1946, to April 1, 
1954. Patients who had a total or near total colic re- 
section for lesions other than polyps or carcinoma also 
were included in the group. This was done for the sake 
of completeness as well as for evaluation of postopera- 
tive function of the bowel after total or subtotal colec- 
tomy under a variety of conditions. The only patients 
excluded from this study were those in whom a palliative 
resection was undertaken or in whom subtotal or total 
colectomy was undertaken for ulcerative colitis. Both 
of these conditions pose special problems in the evalua- 
tion of postoperative function of the bowel after colec- 
tomy; however, the hospital mortality rate for palliative 


Fig. 2.—Technique of total colectomy for cancer or other lesions of 
the colon. The anastomosis is made by the closed method, employing a 
s-ngle row of fine silk sutures. 


resections or for ulcerative colitis did not exceed that for 
the cases reported herein. In some cases the cecum and 
2 or 3 cm. of ascending colon were preserved in an at- 
tempt to evaluate the importance of the ileocecal valve 
in the prevention of postoperative diarrhea. The colic 
resection was done in one stage; a closed end-to-end, 
single row anastomosis was made in all instances, a 
method that has been employed in this clinic for almost 
15 years. The majority of the patients had no special 
preparation of the colon prior to surgery other than the 
administration of anenema. An examination of the liter- 
ature ‘ suggests that the open anastomosis is being used 
more frequently again in the United States. 

In the early years covered by this study the decision 
to perform a total or near total resection including vary- 
ing amounts of terminal ileum was usually made at the 
operating table. This decision was based on one or both 
of the following reasons: (1) the presence of multiple 
lesions involving several segments of the colon, such as 
multiple carcinomas, polyps, or diverticula, with diver- 
ticulitis scattered throughout the colon or spread to the 
colon from malignancies of adjacent organs; (2) the 
finding of an unsuspected polyp or a second cancer in 
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the excised segment of colon near the proximal line of 
resection in lesions of the descending colon or near the 
distal line of resection in lesions of the right colon 
or transverse colon. The excised segment of colon was 
brought directly to the pathologist, who would inspect 
the opened specimen and report his findings to the 
surgeon, who was also shown the opened cylinder of 
colon. The surgeon then decided whether further resec- 
tion was required. The second finding enumerated 
above, namely, finding of polyps near a line of resection, 
was the most frequent indication for enlarging the extent 
of the colectomy. In the more recent years covered 
by the period of this study, and instructed by our ac- 
cumulative experience, one of us (O. H. W.) has come 
to feel that, in the standard-risk patient, primary total 
or subtotal colectomy is the operation of choice in all 
colic cancers beyond the hepatic flexure of the colon, 
inasmuch as no ileum need be excised. In carcinomas 
of the right colon, however, it is always necessary to 
remove a sizable segment of the terminal ileum in order 
to insure adequate removal of the lymph drainage area 
—a consideration that has made us more reluctant to 
accept total or subtotal colectomy as a primary opera- 
tion for cancer of the cecum or ascending colon. In a 
few patients, a segmental colectomy or hemicolectomy 
had been done previously at this or other hospitals for 
a carcinoma and/or polyps of the colon. These patients 
required reoperation and removal of the remaining colon 
because of polyps or a new primary carcinoma in the 
remaining colon. Table 1 indicates the primary di- 
agnosis in each of the 73 patients undergoing total or 
subtotal colectomy. In patients with carcinoma the le- 
sions were located at 10 cm. or more from the anus. 
In those patients whose lesions necessitate abdomino- 
perineal excision of the rectum, we do not as yet advise 
ileostomy but continue to make the colostomy in the 
descending colon or in the transverse colon, as sug- 
gested by State.. Twenty of the cancers were in the 
left colon, 14 were in the transverse colon, and 9 were 
in the right colon. Many of the cases of carcinoma 
were accompanied by polyps in close proximity. Of the 
12 patients with polyps, only 2 could be classed as hav- 
ing polyposis, although there was no familial history of 
polyposis in either patient. There were 10 cases of 
diverticulitis, and the remaining 8 cases were of a miscel- 
laneous nature. 

Function of the bowel after surgery was classed as 
good, fair, or poor. Good function was interpreted to 
mean a return to normal or near normal bowel habits, 
with one to three bowel movements each day and stools 
of fairly normal consistency. The term fair function was 
employed to suggest that the patient had four to six 
movements a day and that the stools usually were of a 
loose consistency. Poor function included those pa- 
tients who had more than six bowel movements per 
day; the stools of these patients were usually watery. 
Those patients in whom function of the bowel fell be- 
tween the criteria outlined above were placed in the 
lower rather than in the higher classification. All but 
two patients have been followed since surgery. The in- 
terval of observation varies therefore from eight months 
for the most recent cases to eight years for the earlier 
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cases in the series. Almost all the patients were inter- 
viewed personally; the remainder were contacted by 
questionnaire. The results of interviews, the question- 
naire, and previous notations on the clinical records fol- 
lowing postoperative outpatient visits to the clinic were 
integrated to obtain the necessary information, 
FINDINGS 

Table 2 contains an analysis of 60 of the 73 cases as 
to level of anastomosis, length of terminal ileum removed 
with the colon, and resulting function of the bowel. The 
level of the anastomosis was noted at the time of surgery, 
and the proctologist usually indicated the observed loca- 
tion of the anastomosis in subsequent proctoscopic ex- 


TABLE 1.—Diagnosis in Seventy-Three Patients 
Undergoing Colectomy 


Condition Patients, No 
Pseudomyxoma peritonei .............. 1 


TABLE 2.—Results of Anastomosis Between lleum and _ Iliac 
Colon or Rectum in Sixty Patients Undergoing 
Total or Subtotal Colectomy 


Good Fair Poor 
from Total Amount Amount Amount 
\nus, No, Resected, Resected, Resected, 
(‘'m. Patients No. Cm. No. Cm. No, (m. Lost Deaths 
17-21 27 16 Less 5 76 3 62 1 ? 
than 70 51 
30 38 40 
36 
12" 
ee 19 W Less 3 76 1 42 1 
than 38 
30 34 
7-12 l4 9 Less 1 lst ? 70 ? 
than O7 


30 
*'This S2-year-old patient is classed as having only a fair result be- 
cause, althouvh she has only 2 to 3 bowel movements a day, she com- 
plains of incontinence. 
+ This patient has had some dysfunction of the colon despite resee- 
tion of less than 30 em. of terminal ileum. She has 4 to 5 bowel move- 
ments a day. 


aminations undertaken when the patient revisited the 
clinic at six-month intervals. The rectum is considered 
to be 13 cm., on the average, in length. The term iliac 
colon is employed in this clinic in accordance with con- 
ventional anatomic nomenclature to designate that por- 
tion of the colon beginning just above the rectum (third 
sacral vertebra) that becomes the sigmoid colon at the 
level of the sacral promontory. The iliac colon has no 
mesentery and is usually 6 to 8 cm. in length. All an- 
astomoses included in this report were made either with 
inclusion of the rectum or the iliac colon. 

The patients were almost equally divided as to sex, 
and the average age was 60 years. Anastomosis between 


8. State, D.: Combined Abdominoperineal Excision of the Rectum— 
A Plan for Standardization of the Proximal Extent of Dissection, Surgery 
30: 349-354, 1951. 
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ileum and colon, at the level of 17 to 21 cm. from the 
anus, was done in 27 patients. In 16 of these patients 
the resulting function of the bowel was good; in 5 it was 
fair; and in 3 the present function of the bowel is poor. 
In the group with only fair function, 76, 70, 38, 36, and 
12 cm. of terminal ileum, respectively, was resected 
along with the colon, The patient in whom only 12 cm. 
of terminal ileum was removed with the colon is an 82- 
year-old woman who complains now of some incon- 
tinence, although she has only two to three bowel move- 
ments each day. For this reason she was classed as 
having only a fair result. The three patients having poor 
function had 62 cm., 51 cm., and 40 cm. of terminal 
ileum, respectively, resected with the colon. One patient 
cannot be traced, and there were two postoperative 
deaths in this group. One of these occurred on the 10th 
day and was due to peritonitis. The other death oc- 
curred on the 49th postoperative day and was compli- 
cated by the occurrence of a persistent biliary fistula re- 
sulting from a coincidental complementary cholecystec- 
tomy; persistent severe diarrhea and a poor cardiac 
status from an antecedent coronary thrombosis were 
the important contributing factors in the lethal issue. 
At the postmortem examination the patient was found 


TaBLe 3.—I/ncidence of Occult Polyps and Cancer 


(Causes 


Condition No. 
Unsuspected simultaneous (occult) cancer re- 
Mote {rOm PTIMATY 7.0 


*An additional unsuspected cancer was found in the cecum of one of 
the patients undergoing colectomy tor diverticulitis. 


to have an unrecognized stone in the common bile duct. 
Operative intervention for closure of the complete biliary 
fistula had been contemplated and might have saved the 
patient. Anastomosis of ileum and iliac colon between 
13 and 16 cm. from the anus was done in 19 patients. 
Postoperative function of the bowel has been good in 14 
patients, fair in 3, and poor in 1. One patient was lost 
to follow-up. Seventy-six, 38, and 34 cm. of terminal 
ileum, respectively, were removed with the colon in each 
of the three patients classed as having a fair result. One 
patient who had 42 cm. of terminal ileum resected with 
the colon has had a persisting diarrhea. Fourteen ileo- 
proctostomies between 7 and 12 cm. from the anus were 
done. Nine patients have had a good result. One pa- 
tient has had a fair result, although only 15 cm. of ter- 
minal ileum was removed with the colon. This patient 
is one of two patients who has had some dysfunction of 
the bowel, despite resection of less than 30 cm. of ter- 
minal ileum with the colon. Two patients showing poor 
results had 70 and 67 cm. of terminal ileum, respec- 
tively, removed with the colon. There were two deaths. 
One patient died postoperatively of clinical hepatic fail- 
ure on the eighth postoperative day. No postmortem 
examination was permitted. The other patient died on 
the seventh postoperative day of suppurative pancreatitis 
and congestive heart failure. The suture line was com- 
pletely intact. 


J.A.M.A., Sept. 17, 1955 


Colectomy with preservation of the ileocecal valve 
and sphincter was done in 13 patients. This procedure 
was done only for cases of carcinoma of the left colon or 
for polyps or diverticulitis. Function of the bowel after 
anastomosis of the cecum to the iliac colon or rectum, 
as low as 7 cm. from the anus, was good in all cases. 
Anastomosis between 17 and 21 cm. from the anus was 
done in four patients. In one of these it was necessary 
to resect coincidentally 90 cm. of jejunum; however, no 
adverse effect on postoperative function of the bowel was 
seen. In six patients anastomosis between 13 and 16 cm. 
from the anus was performed, and in three patients the 
level from the anus was between 7 and 12 cm. There 
were no postoperative deaths. 

In the patients in this series, there were four post- 
operative deaths, the ages of the patients being 72, 65, 
62, and 77 years. The over-all hospital mortality rate 
was 5.5. Autopsies were performed on three of the 
four patients who died. The causes of death were peri- 
tonitis, hepatic failure, biliary fistula with common bile 
duct stone, and acute suppurative pancreatitis and con- 
gestive heart failure. All patients (with only two ex- 
ceptions ) having three or less bowel movements per day 
had either no terminal ileum removed or had less than 
30 cm. removed with the colon. Most patients usually 
had some diarrhea in the hospital, but their length of 
hospital stay did not seem to exceed the time spent in 
this hospital by those having the more conventional type 
of colic resections. The over-all average hospital stay 
for the group was 14 postoperative days, many patients 
going home several days earlier. Diarrhea had usually 
disappeared before the patient left the hospital, and most 
of the patients established their permanent pattern of 
bowel function within two to three months after surgery. 
A few patients continued to improve up to one year, and 
in no instance did function of the bowel become worse 
with the passing of time. 

Hidden Lesions.—A significant finding, justifying the 
procedure described herein, has been the finding of un- 
suspected lesions, polyps, and carcinomas, which have 
been found in a large number of these patients (table 3). 
A large number of polyps were found that were not 
recognized preoperatively when the usual diagnostic pro- 
cedures were used. No polyp was counted as having 
been detected by this method of extended excision of 
the colon unless the lesion was found in a segment of 
colon that would not have been removed with employ- 
ment of the conventional segmental colectomy or hemi- 
colectomy. Such polyps, located beyond the reach of 
the more conservative procedure of hemicolectomy, 
were found in 22 patients. In 21 patients the polyps were 
associated with a carcinoma and/or polyps in another 
portion of the colon. The remaining case concerned un- 
detected polyps and an occult cancer encountered during 
colectomy performed for extensive diverticulitis. In this 
group of 73 patients there were 55 patients who had 
polyps or a carcinoma of the colon or both. Thus, 21 
of 55 patients (38% ) had occult polyps that would have 
been missed without the more extensive colectomy. This 
figure agrees closely with the findings of Mayo and 
Schlicke ° in their autopsy studies on polyps that re- 
mained in the colon after colic resection for carcinoma. 
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Sixteen of these 21 patients had the unsuspected polyps 
in the right or the transverse colon, with the larger num- 
ber in the right coion. The remaining five patients had 
unsuspected polyps in the left colon, more than 25 cm. 
from the anus. In these patients the diagnostic proced- 
ures employed preoperatively included barium enema 
in 11 cases and barium enema together with an air 


Fig. 3.—Excised colon showing two definite cancers, one in the splenic 
flexure, the other in the ascending colon. There were also multiple small 
benign polyps throughout the colon, and the lymph nodes were involved 
in the area of the cancer in the splenic flexure. 


contrast study in 11 cases. The average size of the polyps 
was | cm. in diameter, with the range varying between 
0.5 to 3.5 cm. 

A second carcinoma was discovered in 3 of the 43 pa- 
tients with carcinoma of the colon (7% ). In all three, 
the second carcinoma was in the cecum or in the as- 
cending colon and accompanied a carcinoma of the left 
colon, for which operation was primarily undertaken. 
In none of the three were the second carcinomas de- 
tected preoperatively. In addition, in one patient whose 
case is cited above, operation was undertaken for 
diverticulitis, and unsuspected polyps were found in the 
left colon and a small carcinoma of the cecum was ob- 
served in the right colon by the pathologist after exci- 
sion of the colon was done. Neither the polyps nor the 
carcinoma were recognized in preoperative x-ray studies, 
In the group of 43 patients with carcinoma of the colon, 
there were 5 patients who developed a new primary car- 
cinoma of the colon within a period of from six months 
to 17 years after a previous colic resection. Thus, 8 of 
43 patients (18.6% ) in whom resection was done for a 
colic cancer had either simultaneously or successively 
two independent carcinomas of the colon. 


REPORT OF CASES 


Case 1.—A 70-year-old man was operated on early in 1954 
for a carcinoma of the splenic flexure (fig. 3). A barium enema 
revealed no other lesions. At surgery, 4 hemicolectomy including 
most of the transverse colon was done. On opening the specimen, 
there were two polyps, 0.5 cm., near the proximal line of re- 
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section. For this reason the remainder of the right colon 
and 10 cm. of terminal ileum were excised also. A lesion could 
be definitely felt through the cecal wall. In the cecum was a 
3 cm. polypoid lesion that proved to be a carcinoma on micro- 
scopic section and one additional 0.5 cm. polyp. The patient 
made an uneventful recovery, and, when last seen six months 
after his operation, he was having two bowel movements each 
day. 

Case 2.—A 71-year-old man was first seen at this hospital in 
1933, at which time a hemicolectomy on the right was per- 
formed for an adenocarcinoma of the cecum. Ten centimeters 
of terminal ileum was excised with the colon. The patient re- 
turned at irregular intervals for barium enemas, and in 1949 a 
filling defect was seen in the transverse colon. A decision to 
temporize with this finding was made, and he was not seen 
again until one year later. At that time repetition of the barium 
enema showed the filling defect to have enlarged, and he was 
again Operated on. A carcinoma and two small polyps were 
found in the transverse colon. The remaining colon and 9 cm. 
of terminal ileum were excised, and an ileoproctostomy was 
done at 12 cm. from the anus. The patient has continued to be 
able to work, and function of the bowel is normal. 

Case 3.—A 51-year-old man was operated on at a clinic in 
1951, at which time a segmental resection was done for an 
adenocarcinoma of the descending colon. In 1952 he was again 
Operated upon at the same clinic, at which time a segment of 
the transverse colon, together with the splenic flexure of the 
colon, was excised for polyps. Two of the polyps were reported 
as manifesting “grade 1” malignant changes. He was first seen 
here in 1953, at which time he complained of gas pains and an 
intermittent colic fistula. A barium enema showed an area of 
partial obstruction near the splenic flexure. He was reoperated 


Fig. 4.—Colon, showing an extensive polypoid lesion, which is entirely 
benign. Two prior segmental colic resections had been done one year 
previously. 


on, and the remaining colon, together with 3 cm. of terminal 
ileum, was excised. On opening the excised specimen, the site 
of obstruction was found to be at the previous anastomosis. In 
addition, a segment of transverse colon, 34 cm. in length, was 
found to be completely studded with small polyps (fig. 4). The 
ascending colon and lower iliac colon were free of polyps. An 
anastomosis was made between the ileum and the rectum. At 
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the present time, 18 months after surgery, he has one to two 
bowel movements daily and is completely happy with the present 
situation. 

Case 4.—In 1950 a 62-year-old man was hospitalized for 
the excision of a polyp in the descending colon. There was also 
evidence of an extensive diverticulitis of the colon. The distal 
third of the transverse colon, the entire descending colon, and 
the greater portion of the sigmoid colon were excised. The polyp 
in the descending colon was found, together with smaller polyps 
at either end of the specimen. An additional length of colon 
was then excised on the proximal side, reaching well into the 
ascending colon. A polyp was found near the proximal site, and 
the segment was excised, together with 2 or 3 cm. of the ileum. 
On the distal side the excision was extended to the level of the 
sacral promontory. There were no additional polyps in this 
latter segment. The pathological diagnosis was multiple polyps 
and diverticula throughout the colon and adenocarcinoma of the 
cecum. The patient has remained well, and there has been no 
diarrhea. 

Case 5.—On Jan. 5, 1954, a 34-year-old man was admitted 
to the University Hospital because of polyposis of the colon. He 
gave a history of bleeding from the rectum since October, 1953. 
At that time, he underwent proctoscopic examination. Fulgura- 
tion of several polyps was carried out to a distance of 20 to 
22 cm. from the anal orifice. After this procedure the colon 
became perforated, and the patient was operated upon for closure 
of the site of perforation. He subsequently was sent here for 
excision of the polyps in the colon. Several visible polyps in 
the rectum within the reach of the proctoscope were destroyed 
by fulguration, except for one large polyp at 16 cm. from the 
anus. It was felt that this polyp was too large for fulguration. 
An air contrast study showed several polyps throughout the 
colon, particularly in the descending colon. A total colectomy 
was done, excising all the colon save for a small cuff of the 
cecum at the ileocecal juncture. It was estimated that not more 
than & square centimeters of cecal mucosa remained. This area 
was spared so that the ileocecal valve would be left and diarrhea 
avoided. The appendix was excised, and an end-to-end anasto- 
mosis was made between the midrectum, 8 cm. from the anus, 
and the cecum by the closed technique. After the appendix was 
excised, a small catheter was pushed through the ileocecal valve 
into the ileum at the site of appendectomy. The anastomosis was 
made outside the peritoneal cavity. The specimen showed 13 
polyps. There was a cluster of polyps in the pelvic colon; how- 
ever, there was a free area of polyps extending to within 7 cm. 
of the distal line of resection and to within 2.5 cm. of the 
proximal line. The polyps were all benign on microscopic ex- 
amination. The pathological diagnosis was polyposis. The patient 
did well and was dismissed from the hospital on Jan. 18, 1954, 
12 days after the operation. There has been no diarrhea at any 
time since operation. He has been examined proctoscopically 
at four month intervals in the outpatient clinic. There are no 
residual polyps either in the rectum or in the small cuff of re- 
maining cecal mucosa. 

The history of the patient in case 5 is particularly in- 
teresting. Leaving the ileocecal valve appears to pro- 
tect against the occurrence of diarrhea. When the ileo- 
cecal valve and sphincter are spared ordinarily, a seg- 
ment of 4 to 5 cm. in length containing a full thickness 
of the cecal wall remains. In the instance of this patient 
a cuff of cecum just long enough to spare the ileocecal 
valve was left. No polyps apparently were left in the 
cecum. Moreover, Dr. W. C. Bernstein, proctologist to 
the University Hospital, and one of us (O. H. W.) have 
a few patients with multiple polyps of the colon and 
rectum under observation in whom total colectomy has 
been done, leaving the rectal segment. Dr. Bernstein, 
has been able to keep the condition under control, and 
no rectal cancers have been observed in this small series 
of patients. 


J.A.M.A., Sept. 17, 1955 


COMMENT 


If all or nearly all of the colon can be removed in those 
patients who are predisposed to the future development 
of carcinomas of the colon without crippling them un- 
necessarily with diarrhea and without pyramiding the 
operative mortality, the procedure should prove to have 
definite value. Any remaining segment of colon is then 
within reach of the proctoscope and is available for ready 
annual proctoscopic inspection. In the group under dis- 
cussion here, the entire colon, and in some instances as 
much as 30 cm. of terminal ileum, was excised with no 
greater morbidity than that associated with a less exten- 
sive colectomy. Only two patients who had less than 30 
cm. of terminal ileum removed with the colon have had 
difficulties with postoperative function of the bowel. 
A study of hemicolectomies on the right done in this 
hospital reveals similar findings. In those patients in 
whom terminal ileum of lengths greater than 30 to 40 
cm. was removed along with the right colon, difficulties 
in function of the bowel often resulted. This circum- 
stance would appear to suggest that the main function 
of the left colon is one of storage. Fortunately, it 1s 
usually not necessary to remove more than 30 cm. of 
terminal ileum, even for a carcinoma of the cecum. This 
study of the results of colectomy in lesions of the right 
colon has made us more alert to the importance of not 
removing too much terminal ileum with such lesions if 
diarrhea is to be avoided. Whenever the enlargement of 
the lymph nodes in the ileocecal mesentery in cecal 
cancers suggests the necessity of sacrificing more than 
30 cm. of terminal ileum with its mesentery, we have 
not hesitated to do so. 


The terminal ileum and the right colon constitute 
the “water wringer” ' of the intestine. The precise limits 
of terminal ileum to which water reabsorption ts confined 
are not known. Sharply defined limits are difficult to es- 
tablish because of the adaptive process of the ileum for 
water reabsorption. When more than 30 cm. of terminal 
ileum is excised with the colon, there is considerable in- 
dividual variation in the degree of postoperative dys- 
function of the bowel. A few patients in whom 70 cm. or 
more of terminal ileum was resected along with the 
colon have had less diarrhea than a few patients in 
whom only 40 to 50 cm. of terminal ileum was removed 
with the colon. 


With regard to the amount of rectum to be retained, 
the preservation of the full thickness of the wall of 
the terminal rectum of a segment as short as 5 cm. will 
insure complete and normal continence. Several anas- 
tomoses as low as 5 cm. from the anus have been made 
in this clinic during the past decade, with preservation of 
normal continence. Whether the anastomosis was made 
in the upper rectum or at a lesser distance from the anus 
seems to have made little difference in subsequent func- 
tion of the bowel. Obviously, it is a simpler operation to 
effect an anastomosis to the iliac colon than to the rec- 
tum. In the aged, continence may be impaired despite 
preservation of the lower rectal segment with its sphinc- 
ters. This circumstance was observed in an 82-year-old 
woman in this group. 
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Although the number of cases is small, retaining the 
ileocecal valve has proved to be an important asset in 
insuring the preservation of normal function of the 
bowel. Kremen ” and his associates made the important 
observation in dogs that the preservation of the ileocecal 
valve with 2 or 3 cm. of terminal ileum protects against 
diarrhea even when the distal half of the small intestine 
is removed. Wherever feasible, it would appear to be 
wise therefore in colic resections to preserve the ileo- 
cecal valve. 


Mortality. —The hospital mortality rate in the group 
(5.5% ) is not excessive when compared with that for 
colectomies reported from this hospital in other years. 
Since April 1, 1954, subtotal or total colectomy has been 
done in 6 additional cases with no hospital mortality, 
therefore making the over-all mortality for the 79 cases 
5%. In 61 consecutive cases of colic resection over a 
2 year interval reported from this clinic in 1943,’ there 
was a hospital mortality of 1.6%. These resections, 
carried out by the closed method of anastomosis, done 
at a time when neither intestinal antibiotics nor peni- 
cillin were available, represent the best achievement of 
this clinic on the score of mortality in the surgical man- 
agement of colic lesions. In that group of 61 patients, 
there were 7 subtotal excisions of the colon in which the 
ileum of the cecum was anastomosed to the iliac colon; 
in this small group there were no deaths. In a larger 
series reported in 1945,'° there were 6 hospital deaths 
among a total of 78 cases, a mortality of 7.6%. Com- 
bining the two reported series in 1943 and 1945 gave 
an over-all hospital mortality rate of 5“. 

Special or Earlier Adaptations of Total or Subtotal 
Colectomy.—Total or near total colectomy has not been 
used frequently in the past for the treatment of malig- 
nancies and polyps of the colon, although Lane ‘' in 
1914 recommended a one-stage colectomy with ileo- 
proctostomy 40 years ago. The mortality rate for the 
procedure he used was under 10%, a truly remarkable 
accomplishment for that time. Lane employed colectomy 
for treating chronic constipation, which he believed was 
the basis for a large number of the ills of the body. While 
colectomy had little effect upon the primary disease of 
his patients, it did cure their constipation. Indeed, several 
patients in the present study were more appreciative of 
the relief of their constipation than of the removal of a 
cancer. In very severe constipation that has constituted 
a major problem for the patient, resistant to conven- 
tional modes of therapy, hemicolectomy on the right that 
is combined with excision of approximately 50 cm. of 
terminal ileum has occasionally been done in this clinic, 
with results pleasing to the patient and surgeon as well. 

Colectomy with ileoproctostomy has been employed 
by surgeons for several years in treating familial poly- 
posis. Mayo and Wakefield,’ Hoxworth and Slaughter, 
and others have reported sma!l numbers of cases of poly- 
posis treated in this manner with good results. One of the 
earlier applications of subtotal colectomy in this clinic ' 
was for colic obstruction in both the right and the left 
colon. Baronofsky ‘* advocated primary subtotal colec- 
tomy in treating certain cases of obstruction of the large 
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intestine to overcome the difficulties of anastomosing dis- 
tended intestine of dubious viability. Such a procedure 
avoids the preliminary colostomy and its attendant pro- 
longation of hospitalization. By this procedure Baronof- 
sky noted too the presence of unsuspected polyps in 
remote areas of the colon. The experience of this clinic '° 
suggests, however, that, in the presence of great intestinal 
distention, a preliminary decompressive operation is to 
be preferred to primary colectomy in the management of 
acute obstruction of the left colon. 

Other Devices to Improve Accomplishment in Colic 
Cancer.—No effort has been made in this study to com- 
pare five year survival rates with those reported by 
others, inasmuch as the number of patients available for 
a S year follow-up study would be rather small. It is 
evident that in addition to excising more potential malig- 
nant lesions, a greater area of mesentery with its regional 
lymph-node-bearing area is excised as well. Recurrences 
due to the seeding of cancer cells in the colic lumen from 
handling the primary lesion at surgery are minimized. 
The importance of the mechanism of seeding as a cause 
of recurrent carcinoma of the colon has recently been 
emphasized by Cole ‘* and his associates. A word would 
appear to be in order concerning the inability of our 
present methods of investigation to demonstrate certain 
lesions in the colon. It is not always possible to get an 
accurate roentgen examination of the more proximal 
colon. The presence of obstructing lesions in the left 
colon, the poor preparation of the right colon, and 
the necessity of examining increasing numbers of pa- 
tients without sufficient time or personnel thwart an ac- 
curate examination. Clinicians and surgeons, therefore, 
need to recognize their responsibility in the early detec- 
tion of these polyps and small cancers in the proximal 
reaches of the colon. It is not a task to be left solely to 
the roentgenologist. The inability of the roentgenologist 
to visualize the interior of the more proximal colon with 
the same degree of accuracy as the lower left colon 
probably explains in part the frequency with which 
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polyps were found in the right and proximal transverse 
colon in this study. It seems likely too, on the basis of 
these findings, that polyps of the right colon occur more 
frequently than has been previously appreciated. 

“Second-Look” Procedure. — Employment of the 
“second-look” operation in patients with colic cancer 
who are found to have cancer in the regional lymph 
nodes is beginning to prove its worth.’® At intervals of 
six months, long before the expiration of the “silent 
period,” another operation is carried out in patients 
with cancer in the lymph nodes, at which time the 
whole operative field is carefully and thoroughly sur- 
veyed. Lymph-node-bearing tissue in areas adjacent 
to the normal lymph drainage sites of the initial le- 
sion is removed. A few regional lymph nodes next 
to the aorta and vena cava are removed, and a punc- 
tilious search is made for evidence of any residual 
cancer. Any suspicious tissue is removed and is sub- 
mitted to careful histological study. It is usual to re- 
move and label 20 to 30 pieces of tissue for paraffin fix- 
ation and study in such second-look procedures. Such 
reentries are made at successive intervals of six months, 
until a final exploration is negative. In one patient, a 
“sixth look” was necessary before the patient was found 
to be free of cancer. In the recently reported evaluation 
of the second-look procedure in patients with colic can- 
cer, there were 33 patients who were found to have can- 
cerous lymph nodes at the primary operation and con- 
sequently were subjected to a second-look procedure. 
Of these, 17 were found to be free of cancer; 15 have re- 
mained well, and 2 have died of causes unrelated to 
cancer. Of the 16 patients who still had residual cancer 
at the first second-look operation, 5 (31.2% ) no longer 
have cancer as a result of successive second looks. Ob- 
viously, all of these five patients, in time, would have 
succumbed to their cancers. It is plain that it is necessary 
to resist being too optimistic over this accomplishment. 
And certainly, it will take additional years to determine 
exactly what the second-look procedure has to offer in 
colic malignancy. The present record suggests definitely, 
however, that it has a contribution to make. 


SUMMARY AND CONCLUSIONS 

When total or subtotal colectomy is done for polyps 
or carcinoma of the colon, a number of concealed le- 
sions are uncovered, remote from the site of the primary 
lesion that compelled the operation. In this study, 38 % 
of patients with an initial diagnosis of carcinoma of the 
colon and/or polyps were found to have additional 
polyps in a portion of the colon that was believed to be 
uninvolved preoperatively. These polyps would not have 
been removed if the conventional hemicolectomy on 
the right or the usual segmental colectomy on the left 
had been employed. In three patients, an unsuspected 
carcinoma was found in the removed specimen of the 
colon. In this group of patients, 18.6° developed, either 
simultaneously or successively in time, a second carci- 
noma of the colon. An unsuspected cancer of the cecum 
was found in a fourth patient, who underwent colectomy 
for diverticulitis. If not more than 30 cm. of terminal 
ileum is excised with the colon, function of the bowel 
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postoperatively is usually quite normal. The hospital 
mortality rate for total or subtotal colectomy compares 
favorably with that for less extensive colectomies. In 
this series of 73 total or subtotal colectomies, the hos- 
pital mortality was 5.5%. If no ileum is excised, per- 
sistent diarrhea following total or subtotal colectomy is 
practically nonexistent. Preservation of the ileocecal 
valve assures normal function of the bowel attending sub- 
total or near total colectomy. Cecorectal anastomoses 
are performed by choice when the diameter of the distal 
component of the anastomosis is large. The remaining 
ring of cecal mucosa can be inspected through the proc- 
toscope. 

This experience would appear to indicate that total 
or subtotal colectomy is an acceptable operation for all 
lesions of the colon in which no ileum, or a very short 
segment thereof, needs to be removed. In fact, the fre- 
quency with which findings important to the patient are 
uncovered suggests that total or subtotal colectomy 
should become, under favorable circumstances, the op- 
eration of choice for cancers of the colon beyond the 
hepatic flexure. And, for cancers of the cecum and as- 
cending colon in which less that 20 cm. of ileum is sac- 
rificed, the surgeon may extend the excision of colon to 
the iliac colon or rectum without undue concern over 
leaving the patient with persistent diarrhea. This exten- 
sion of the conventional confines of partial colectomy 
should, if accepted by surgeons, make an additional 
impress upon improving the present accomplishment 
in colic cancer, Finally, it would appear that “second- 
look” operations are indicated in patients with colic can- 
cer who are found, at the primary operation, to have 
involvement of the regional lymph nodes. 

18. Wangensteen, O. H., and Others: An Interim Report upon the 
“Second Look’ Procedure for Cancer of the Stomach, Colon, and Rectum 


and for “Limited Intraperitoneal Carcinosis’ Surg., Gynec. & Obst. 
99: 257-267, 1954. 


Aneurysm of Middle Cerebral Artery.—The detection of aneu- 
rysm involving the middle cerebral artery on either side is ex- 
tremely difficult prior to rupture. In this respect the aneurysms 
of the middle cerebral artery differ greatly from those found 
elsewhere in the circle of Willis. In aneurysms arising in rela- 
tion to most of the large vessels characteristic syndromes have 
been elucidated, so that the diagnosis may be determined on 
clinical grounds alone, often without benefit of arteriography. 
On the contrary, the symptoms referable to the aneurysms of 
the middle cerebral artery are indeterminate and nonspecific. 
... In the jauthor’s] series .. . the only symptom of significance 
prior to rupture consisted of headache of a nonspecific char- 
acter. ... There was nothing in the constellation of symptoms 
prior to rupture which could be utilized to point to the possi- 
bility of aneurysm. It is possible that the combination of head- 
ache, focal seizures, aphasia, and transient weakness might give 
rise to the consideration of middle cerebral artery aneurysm 
as a diagnostic possibility, but the symptoms can hardly be re- 
garded as specific. .. . After rupture it is not always possible 
to be altogether certain whether the symptoms result from 
aneurysm, hemorrhage into a tumor, or cerebral hemorrhage of 
hypertensive origin. The difficulties arise in regard to the two 
last possibilities because of the presence of choked disc in some 
instances, and the differentiation can be made only on the basis 
of further studies.—K. Frankel, M.D., and B. J. Alpers, M.D., 
The Clinical Syndrome of Aneurysm of the Middle Cerebral 
Artery, A. M. A. Archives of Neurology and Psychiatry, July, 
1955, 
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HEMORRHAGIC DISORDER FOLLOWING MASSIVE WHOLE 
BLOOD TRANSFUSIONS 


Julius R. Krevans, M.D. 


and 


Dudley P. Jackson, M.D., Baltimore 


With the increasing use of whole blood transfusions, a 
variety of untoward reactions have been recognized. One 
such complication is the development of a hemorrhagic 
diathesis. This has been observed after hemolytic trans- 
fusion reactions ' and after the infusion of blood that 
has been contaminated with bacteria.“ More recently, 
abnormal bleeding has been observed after transfusion 
of unusually large amounts of compatible blood.” Re- 
cently a patient was observed to develop severe abnor- 
mal bleeding and profound thrombocytopenia after the 
rapid infusion of 20,500 ml. of whole blood during a 
surgical procedure. This observation prompted a study 
of the effects of blood transfusions on the platelets and 
the blood coagulation mechanism. 


MATERIAL AND METHODS 


During the period from July, 1954, through January, 
1955, 32 patients were studied. These patients were 
hospitalized on the surgical, medical, or pediatric serv- 
ices of the Johns Hopkins Hospital. With one exception, 
donor blood was collected by gravity through plastic 
tubing into plastic bags, each containing 75 ml. of acid- 
citrate-dextrose solution. The needles used with these 
donor sets were of laminar-flow design and were coated 
to be hemorepellent. All blood was stored at 4 C for a 
period of less than 21 days. The blood was administered 
through disposable plastic recipient sets. When rapid in- 
fusion of the blood was required, external pressure was 
applied to the plastic bags. One patient (case 2) re- 
ceived blood that had been collected in standard, glass 
vacuum bottles with plastic tubing. Rapid infusion of 
the blood was accomplished in this case by the use of a 
rotary, mechanical pump. All cross matchings were per- 
formed with cells suspended in saline solution and in 
bovine albumin. In addition, cross matchings by the 
indirect Coombs technique were performed when the 
patient had a history of previous transfusions or preg- 
nancies. 

Platelets were counted by the phase-contrast tech- 
nique of Brecher and Cronkite * in which 1% am- 
monium Oxalate is used as a diluent. The counts were 
performed, in duplicate, from pipettes filled at the bed- 
side with venous or capillary blood. The normal range 
is 150,000 to 300,000 per cubic millimeter. This tech- 
nique has the advantage of being more accurate than 
other procedures used for counting platelets. In addi- 
tion, simultaneously prepared blood smears stained with 
Wright’s stain were examined. Hemostatic function 
studies were performed with techniques as previously 
recorded.” 

RESULTS 

Thirty-two patients who received one or more whole 
blood transfusions were studied. Five of these patients 
were newborn infants on whom exchange transfusions 


were performed for hemolytic disease of fetus and 
newborn, and 27 were adults who received transfusions 
for a variety of clinical disorders. The ages of the 27 
adult patients ranged from 38 to 86 years. All but four 
patients had pretransfusion platelet counts or pretrans- 
fusion blood smears available for estimation of platelet 
levels. There was no history of thrombocytopenia or 
abnormal bleeding in any of these patients. 

Adult Patients Receiving More Than 5,000 MI. of 
Whole Blood.—Fourteen adult patients received from 
5,500 ml. to 20,500 ml. of whole blood within a 48 hour 
period (table 1). In addition, five of these received 
dextran in amounts not exceeding 1,000 ml. In all of 
these patients, the need for massive whole blood trans- 
fusions arose during a surgical procedure. After the 
transfusions, all developed significant thrombocytopenia 
and 11 displayed one or more of the following clinical 
evidences of abnormal bleeding: cutaneous petechiae 
(fig. 1), eechymoses, excessive bleeding from the opera- 
tive site, bleeding from the mucous membranes, gastro- 
intestinal hemorrhage, and hematuria. Only two of these 
patients survived (cases 5 and 9). All 14 had some de- 
gree of shock, and in 8 severe protracted shock was 
noted and ultimately was resistant to further transfusions 
and to the administration of arterenol (nor-epinephrine ). 
Other studies of hemostatic function were performed in 
seven cases; the results are summarized in table 2. The 
whole blood clotting time was prolonged in only one in- 
stance (case 1). Significant hypoprothrombinemia was 
found in three patients (cases 4, 8, 12). The patient in 
case 4 had cirrhosis with moderate hypoprothrombine- 
mia before surgery and transfusions. Case 8 will be 
recorded in more detail below. The patient in case 12 
had a carcinoma of the stomach with an abscess extend- 
ing into the pancreas. After surgery this patient de- 
veloped chemical evidence of obstructive jaundice and 


From the Department of Medicine of the Johns Hopkins University 
School of Medicine and Hospital. 

This work was carried out under a contract between the Atomic 
Energy Commission and the Johns Hopkins University and was supported 
in part by a research grant from the Division of Research Grants and 
Fellowships of the National Institutes of Health and from the Daland 
Fund of the American Philosophical Society. 

The fibrinogen used in case 6 was prepared by the Michigan Depart- 
ment of Health, Lansing, and supplied through Dr. D. N. W. Grant, 
Director, Blood Program, American Red Cross. 

1. (a) Muirhead, E. E.: Incompatible Blood Transfusions with Empha- 
sis on Acute Renal Failure, Surg., Gynec. & Obst. 92: 734 (June) 1951. 
(b) Conley, C. L.: Symposium on Use and Misuse of Blood Transfusion 
in Surgery: Untoward Reactions from Blood Transfusions, Maryland M, 
J. 1: 547 (Nov.) 1952. 

2. Jackson, D. P., and Krevans, J. R.: Unpublished data. 

3. (a) Bell, W. N.: Symposium on Clinical Medicine: The Clinical 
Use of the Coagulogram, M. Clin. North America 37: 1843 (Nov.) 1953. 
(b) Stefanini, M.; Mednicoff, I. B.; Salomon, L., and Campbell, E. W.: 
Thrombocytopenia of Replacement Transfusion: A Cause of Surgical 
Bleeding, abstracted, Clin. Res. Proc. 2:61 (April) 1954. 

4. Brecher, G., and Cronkite, E. P.: Morphology and Enumeration of 
Human Blood Platelets, J. Appl. Physiol. 3: 365 (Dec.) 1950. 

5. Jackson, D. P.; Hartmann, R. C., and Busby, T.: Fibrinogenopenia 
Complicating Pregnancy: Clinical and Laboratory Studies, Obst. & Gynec. 
3: 223 (March) 1955. 


/ 

159 
55 


172 HEMORRHAGIC DISORDER—KREVANS AND JACKSON 


hypoprothrombinemia. Moderate hypofibrinogenemia 
was encountered only in the patient is case 8. Summaries 
of several illustrative cases follow. 


Case 1.—A 50-year-old white male was admitted because of 
thrombotic occlusica of the abdominal aorta. On July 7, 1954, 
the thrombotic segment of the aorta was excised and a frozen 
dried homog:aft was inserted. During the nine hour operative 
procedure, ‘he patient received 17,500 ml. of whole blood. On 
the first pe stoperative day the patient developed a hemorrhagic 
diathesis manifested by hematuria and gastrointestinal bleeding 
and he was given 3,000 ml. of whole blood. During the second 
postoperative day he had marked hematuria, rectal bleeding, 
bloody mucus in the trachea, and large amounts of blood in his 
aspirated gastric contents. On this day the patient received 
1,000 ml. of whole blood and continuous arierenol infusions. 
On the third postoperative day the abnormal bleeding continued 
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Case 6.—A 45-year-old white male was shown to have actino- 
mycosis of the upper lobe of the right lung. Laboratory results 
on Nov. 17, 1954, were: hematocrit 41.6%, white blood cell 
count 8,700 per cubic millimeter, and platelets normal on stained 
blood smear. After one month of therapy with intramuscularly 
given penicillin, a lobectomy was performed. During this three 
hour procedure the patient received 2,500 ml. of whole blood 
and there was difficulty controlling the bleeding from the very 
vascular pleural surfaces. After operation he continued to bleed 
from the operative site, and an additional 4,000 ml. of blood 
was administered during this day. Laboratory studies at this 
time revealed: hematocrit 39%, icteric index 13, platelet count 
79,000 per cubic millimeter, whole blood clotting time 25 
minutes, prothrombin time >50% of normal, clot retraction 
slightly impaired, and plasma fibrinogen 226 mg. per 100 cc. 
On the first postoperative day he continued to bleed from the 
operative site. After administration of an additional 6,000 ml. 


TABLE 1.—Platelet Levels After Transfusions of from 5,500 to 20,500 Milliliters of Whole Blood 


Pre- 
Transtusion, 
(use Ave (Yr.), Platelets/ 

No. Race, and Sex 


Diagnosis Cu. Mm. 
50 Excision of abdominal aneurysm 
WM 
4 53 Bleeding duodenal uleer; trans- Normal 
W F fixion of ulcer and pyloroplasty on smear 
3 70 Nephrectomy... 
WM 
j 4? Cholecystectomy; liver biopsy; 163,000 
WM Laenneec’s cirrhosis 
) 43 Multiple gunshot wounds of Normal 
N M abdomen on smear 
j $5 Actinomyecosis; right upper Normal 
WM lobectomy on smear 
7 a3 Aleoholie gastritis with bleed- Low normal 
W F ing; subtotal gastrectomy on smear 
8 Oi Excision of abdominal aneurysm Normal 
WM on smear 
Excision of thoracie aneurysm 184,000 
N M 
10 Gl Carcinoma Of breast; erosion 
W F of subclavian artery 
1] 69 Carcinoma of pancreas; 2-stage Normal 
N M Whipple procedure on sinear 
Normal 
12 ms) Carcinoma of stomach; subtotal on smear 
N M gastrectomy; splenectomy 
13 Sb Excision of thoracie aneurysm 152,000 
N M 
75 Bleeding gastrie ulcers; sub- Normal 
W F total gastrectomy on smear 


Post- 
Total ‘Transfusion, 
Blood Platelets 
Given, Ml.* Cu. Mm.t Outcome Remarks 
20 500 5,200 Died Excessive bleeding from wound: 
rectal bleeding; hematuria; oliguria: 
protracted shock 
17,000 56,000 Died History of porphyria; no abdominal 
bleeding 
16,000 46,000 Died Excessive bleeding trom wound; 
petechiae; protracted shock 
15,500 18,000 Died Excessive bleeding from wound: 
subcutaneous bleeding; hematuria: 
protracted shock; diffuse bleeding 
when reexplored 
15,500 2) 00 Survived Hematuria; protraeted shock 
(1.000 ml. 
dextran) 
500 39,000 Died Excessive bleeding from wound: 
petechiae; diffuse bleeding when 
reexplored 
00 51.000 Died Excessive bleeding from wound: 
(225 ml. pete hiae; continued gastrointestinal 
dextran) bleedin 

9500 $7 000 Died Rupture of aortie graft; reoperated; 
(500 mi, diffuse bleeding during second opera- 
dextran) tion; protracted shock 

9.500 34,000 Survived Hematuria; protracted shock 

9.000 64,000 Died Petechiae 
(500 yn. 
dextran) 

8.000 58,000 Died Excessive bleeding from wound; 

gastrointestinal bleedin: 

7,500 $3 ,Q00 Died No abnormal bleeding; protracted 
(850 ml. shock 
dextran) 

7,000 38,000 Died No abnormal bleeding; protracted 

5,500 44,000 Died Diffuse bleeding during surgery: 


ecchymoses; hematuria; protracted 
shoek 


* Total blood given within a 48 hour period. 


and, because of the possibility of mesenteric thrombosis, an 
exploratory laparotomy was performed. At operation there was 
a large amount of clotted blood in the retroperitoneal area. A 
few hemorrhages in the transverse colon were noted, and no 
thrombosis was found. He received an additional 500 ml. of 
biood. On the fourth pos:operative day, severe abnormal bleed- 
ing continued. The patient received 500 ml. of whole blood, and 
adminisiration of arterenol was continued. Laboratory studies 


at this time revealed: hematocrit 52%, icteric index 50, white 


blood cell count 7,000 per cubic millimeter, platelet count 5,200 


per cubic millimeter, whole blood clotting time 58 minutes, 
prothrombin time >65% of normal, clot retraction markedly 
impaired, rate of conversion of prothrombin to thrombin (pro- 
thrombin consumption) impaired, plasma fibrinogen 450 mg. 
per 100 cc., and clot lysis time normal; an assay for circulating 
anticoagulants was negative. On the fifih postoperative day the 
abnormal bleeding continued and arierenol therapy was required 
for severe hypotension. He received an additional 500 ml. of 
whole blood, and his platelet count was 6,000 per cubic milli- 
meter. He had a generalized convulsion, lapsed into coma, and 
died on the sixth postoperative day. 


t Lowest post-transfusion platelet count. 


of blood and 3 gm. of calcium gluconate, the laboratory studies 
were repeated and the results were: hematocrit 42.7%, icteric 
index &, platelet count 39,000 per cubic millimeter, and plasma 
fibrinogen 260 mg. per 100 cc. Because of continued bleeding 
from the chest, an exploratory thoracotomy was performed. At 
Operation muliiple bleeding points were noted in the pleura and 
cutaneous purpura appeared on the neck and shoulders. During 
this two hour procedure, efforts were directed at effecting local 
hemostasis, and the patient received 2,500 ml. of whole blood 
and 1.53 gm. of fibrinogen intravenously. Immediately following 
the operation, laboratory examinations revealed: plasma fibrin- 
ogen 299 mg. per 100 cc., carbon dioxide combining power 
33.1 mEq. per liter, and serum calcium 10.5 mg. per 100 ce. 
On the third postoperative day bleeding from the operative site 
diminished, but cutaneous petechiae continued to appear. The 
patient received an additional 500 ml. of whole blood. Labora- 
tory siudies at this time revealed: hematocrit 42%, platelet count 
50,000 per cubic millimeter, and CO, combining power 36 mEq. 
per liter. During the day the patient developed progressive re- 
spiratory difficulty and died. 
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Case 8.—A 64-year-old white male was admitted for re- 
section of an abdominal aortic aneurysm. The admission labora- 
tory findings were: hematocrit 40.1%, white blood cell count 
8,800 per cubic millimeter, platelets normal on smear, and 
serologic tests for syphilis negative; an aortogram revealed an 
aneurysm of the abdominal aorta. On July 15, 1954, the 
aneurysm was excised and a nylon graft was inserted. During 
this three hour procedure the patient received 2,000 ml. of 
whole blood and no abnormal bleeding was noted. On the first 
postoperative day the patient suddenly developed profound 
shock and evidences of intraperitoneal hemorrhage. At explora- 
tory laparotomy, the ruptured graft was replaced. This operative 
procedure lasted four hours, and the patient received 11,000 ml. 
of whole blood and 1,000 ml. of dextran, During this operation, 
and after the patient had received 7,500 ml. of whole blood and 
$00 ml. of dextran, diffuse oozing was noted from all cut sur- 
faces. Hemostatic function studies at this time revealed: platelet 
count 47,000 per cubic millimeter, whole blood clotting time 29 
minutes, prothrombin time 50° of normal (the prothrombin 
time was not shortened by the addition of barium sulfate- 
adsorbed plasma from a normal individual), and plasma fibrin- 


Fig. 1.—Appearance of petechiae in patient in case 10 on the day after 
surgical procedure. During operation the patient was in Trendelenburg 
position. In the preceding 24 hours the patient had received 9,000 ml. 
of whole blood. Plateiet count at the time the photograph was made was 
64,000 per cubic millimeter. 


ogen was 91 mg. per 100 cc. One hour after completion of this 
surgical procedure, and after the infusion of 11,000 ml. of 
whole blood and 1,000 ml. of dextran, the plasma fibrinogen level 
was 171 mg. per 100 cc. The patient never regained conscious- 
ness and expired one hour later. 

Case 9.—A 54-year-old Negro male was admitted for excision 
of an abdominal aneurysm. Laboratory studies revealed: hemato- 
crit 39%, white blood cell count 8,400 per cubic millimeter, 
platelet count 194,000 per cubic millimeter, and serologic tests 
for syphilis positive; an aortogram revealed an aneurysm of the 
abdominal aorta. On Aug. 16, 1954, the aneurysm was excised 
and a frozen dried homograft inserted. Platelet counts were 
performed twice during this six hour operative procedure. During 
the second hour of operation, after the patient had received 
1,000 ml. of whole blood, the platelet count was 143,000 per 
cubic millimeter. During the fourth hour of the operation, after 
the patient had received an additional 2,500 ml. of blood, the 
platelet count was 34,000 per cubic millimeter. Because of a 
friable aortic segment, considerable bleeding was encountered 
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at surgery, but no diffuse bleeding was noted. One hour after 
surgery, and after a total of 9,500 ml. of whole blood had been 
administered, the platelet count was 41,000 per cubic millimeter. 
During the first postoperative day there was slight bleeding from 
the operative site and some bleeding around the urinary catheter 
was noted, but there was no hematuria. The platelet count was 


TABLE 2.—Hemostatic Function Studies in Patients Receiving 
Multiple Whole Blood Transfusions 


Pro- 
Amount throm- 
of Clot- bin Fibrino- 


Blood ting Time, gen, 
Case Received, Platelets’ Time,  % of Mg. 
No. Ml. Cu. Mm. Min.* Normal 100 Ml Other 


1 20 500 5,200 58 >65 450 Clot lysis time nor- 
ial; clot retraction 
impaired; pro- 
thrombin consump- 
tion impaired; 
anticoagulant 
aussuy negative 

3 16,000 46 000 33 >65 251 Clot retraction 

18,500 106,000 206 impaired 
7,900 77,00) 34 45 
15,500 18 500 es >50 179 
6 6500 79 000 25 >65 225 Clot retraction 
12,500 39,000 20 slightly impaired 
13,000 and 300 
1.o3 gm 
fibrinoyven 
1.V 
171 
10 G 000 &3.000 >65 430 Clot lysis time nor- 


mal: clot retrae- 
tion slightly im- 
paired 


12 7.000 43 000 15 30 17s Clot retraction 
slightly impaired: 
bilirubin, total 23.6 
mg. per 100 ¢e., 
direct 19.6 mg. 


Normal renyve 15 to 35 min, 


50,000 per cubic millimeter. The patient received 1,000 ml. of, 
whole blood. On the second postoperative day an additional 
500 ml. of whole blood was administered. No further bleeding 
was noted, and the platelet count was 60,000 per cubic milli- 
meter. On the third postoperative day the platelet count was 
$2,000 per cubic millimeter. No additional transfusions were 
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Fig. 2.—Summary of course of patient in whom aneurysmectomy was 
done (case 9), 


administered. On the 4th postoperative day the platelet count 
was 67,000 per cubic millimeter; on the 7th, 147,000 per cubic 
millimeter; and on the 10th, 593,000 per cubic millimeter. Four 
weeks after surgery the platelet count was 518,000 per cubic 
millimeter, and the patient was discharged two weeks later. Five 
months after surgery the platelet count was 395,000 per cubic 
millimeter. This patient’s course is summarized in figure 2. 
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Adult Patients Receiving Less Than 5,000 MI. of other (case 30) developed cutaneous petechiae. All of 


Whole Blood.—Thirteen adult patients received from these patients survived. Two other infants with hemo- 
500 ml. to 4,500 ml. of whole blood within a 48 hour lytic disease due to anti-D antibody were studied. In 
period (table 3). None of these patients showed any one, the disease was mild. In the other, the disease was 
evidence of a hemorrhagic diathesis. Four developed moderately severe, and the total serum bilirubin level 
significant thrombocytopenia (less than 100,000 plate- rose to 18 mg. per 100 cc. Neither of these patients 
lets per cubic millimeter), and the other nine showed received exchange transfusion. Their platelet counts 
either minimal depression or no change in their piatelet were normal at birth, and neither developed thrombo- 
levels. Eleven of these patients survived; the two deaths cytopenia. A summary of an illustrative case follows. 
occurred in patients with gastrointestinal hemorrhage. 

In one instance death was attributed to aspiration fol 


mother was jaundiced at birth. The mother was known to have 


lowing hematemesis (case 17) and in the other to pro- been previously sensitized, and this was her sixth pregnancy. 


tracted shock following subtotal gastrectomy (case 22). Prenatal studies showed the presence of anti-D antibody in the 
In one instance (case 22) direct transfusion of blood mother’s serum. Laboratory studies on the infant four hours after 
from donor to recipient using silicone-coated syringes birth revealed: hemoglobin 13 gm. per 100 cc., total serum 


sla h eleut's lk bef bilirubin 13.6 mg. per 100 cc., platelet count 410,000 per cubic 
was evaluated. The recipient's platelet count before millimeter, and direct Coombs’ test positive. Because of increas- 


transfusion was 150,000 per cubic millimeter. Five ing bilirubinemia, an exchange transfusion of 560 ml. with type 


TABLE 3.—Platelet Levels After Transfusions of from 500 to 4,500 Milliliters of Whole Blood 


Pre- Post- 
Transtusion, Total Transtusion, 
(use Age (Yr.), Platelets Blood Platelets/ 
No. Race, and Sex Diagnosis Cu. Min, Given, Ml.* Cu. Mm.t Outcome Remarks 
15 73 Excision of abdominal aneurysm 183,000 4.500 82000 Survived No abnormal bleeding 
WM 
16 3s Pulmonary tubereulosis:; right ~~ ...... 8,500 105,000 Survived No abnormal bleeding 
WM upper lobeetomy: thoracoplasty 
17 ay Gastrointestinal hemorrhage; Normal 3,500 161,000 Died No generalized bleeding: 
Ww duodenal uleer; no surgery on aspiration after hema- 
temesis 
18 6s Excision of abdominal aneurysm 259,000 8,000 105,000 Survived No abnormal bleeding 
Ww M 
19 Do Excision of abdominal aneurysm 195,000 8,000 93 000 Survived No abnormal bleeding 
Ww 
20 45 Exeision of thoracic aneurysm 196,000 2 500 86000 Survived No abnormal bleeding 
N M 
91 D4 Carcinoma of tongue: hemiman- P85 000 2,500 164,000 Survived No abnormal bleeding 
N M dibuleetomy; hemiglossectomy; 
radical neck dissection 
99 63 Bleeding duodenal ulcer; subtotal Normal 2 5e0 66,000 Died No abnormal bleeding; 
WM rastrectomy; splenectomy on sinear protracted shoe 
23 4s Thrombosis of abdominal aorta: 110,000 2 000 100,000 Survived No abnormal bleeding 
WM excision of aorta with homograft 
4 57 Excision of abdominal aneurysm 192.000) 1,500 195,000 Survived No abnormal bleeding 
WM 
95 66 Excision of abdominal aneurysm 321,000 1,000 165,000 Survived No abnormal bleeding 
WM 
26 43 Thrombosis of abdominal aorta; 257 000 500 135,000 Survived No abnormal bleeding 
W F exploratory laparotomy; bilateral 
sympathectomy 
27 47 Excision of abdominal aneurysm 243,000 500 995, 000 Survived No abnormal bleeding 
WM 
* Total blood given within a 48 hour period. t Lowest post-transfusion platelet count. 
hundred milliliters of whole blood from a donor whose O, cde, fresh whole blood was performed six hours after birth. 
platelet count was 365,000 per cubic millimeter was cme transfusion 
— riven S ml. of 10% calcium gluconate intravenously. atelet 
given by the multiple syringe technique. Immediately 
f h re h elent’s qhabel count performed on the donor blood was 171,000 per cubic 
alter the trans USsION t of recipients platelet Count was millimeter. Two hours after completion of the exchange trans- 
121,000 per cubic millimeter. fusion, the infant’s platelet count was 76,000 per cubic milli- 
Exchange Transfusions for Hemolytic Disease of day — he both At 
: : this time the total serum Dilirubin level was mg. per ce. 
Fetus or Newborn Infants—Five newborn infants re- P 


and the platelet count was 83,000 per cubic millimeter. The 


ceived from one to three exchange transfusions of 500 jaundice rapidly subsided, and the patient made an uneventful 


ml. of whole blood for hemolytic disease of fetus and recovery. On the fourth day of life the platelet count was 124,000 
newborn due to anti-D antibody (table 4). All of the per cubic millimeter; on the fifth day, 150,000 per cubic milli- 
transfusions were performed with type O, cde whole meter; and on the sixth day, 306,000 per cubic millimeter. 
blood that had been drawn within the preceding 24 The patients in cases 31 and 32 were white male twins 
hours. The infants had been given a vitamin K analogue with hemolytic disease due to anti-D antibody. Both 
at birth, and all were given calcium gluconate intrave- required exchange transfusions. Their courses are sum- 
nously at the time of the exchange transfusions. After marized in figure 3. | 

the exchange transfusions, each of the infants developed stensseumnal ; 
significant thrombocytopenia. Two of the five (cases 28 Twenty-seven adult patients and five newborn in- 
and 30) developed evidences of an abnormal bleeding fants who received one or more whole blood transfu- 
tendency. One (case 28) developed cutaneous petechiae, sions were studied. Thrombocytopenia was observed to 


ecchymoses, hematuria, and rectal bleeding, and the occur in all five infants who received exchange transfu- 
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sions and in the 14 adult patients who received more 
than 5,000 ml. of whole blood within a 48 hour period. 
Eleven of the adults and two of the infants developed 
clinical evidences of abnormal bleeding. None of the 13 
adult patients who received less than 5,000 ml. of whole 
blood developed clinical evidences of abnormal bleeding, 
although some did develop mild thrombocytopenia. The 
thrombocytopenia that was observed was related to the 
administration of whole blood transfusions. It was ob- 
served after transfusions in patients undergoing a variety 
of surgical procedures, in patients receiving transfusions 
for gastrointestinal bleeding and undergoing no surgical 
procedures, and in infants undergoing exchange transfu- 
sions for hemolytic disease of fetus and newborn. 

The degree of thrombocytopenia was related to the 
amount of blood given and to the rate of infusion (fig. 4). 
Significant thrombocytopenia was not encountered when 
patients received small increments of blood over a pe- 
riod of days or weeks even though the total amount was 
large, nor was thrombocytopenia observed in patients 
who underwent surgical procedures but did not receive 


TaBLeé 4.—Platelet Levels After Exchange Transfusions in 
Newborn Infants with Hemolytic Disease 


Pre- Post- 
Transtusion, Total Transtusion, 
Case Platelets/ Blood Platelets/ 
No. Cu. Mm. Given Cu, Mm.* Outeome Remarks 
Os Normal 8 exchange $1,000 Survived Petechiae: 
on smear transfusions ecehy moses} 
(500 ml. eaeh) rectal bleed- 
hematuria 
29 196,000 1 exchange 62,000 Survived No abnormal 
transfusion bleeding 
(500 mil.) 
30 410,000 1 exchange 76,000 Survived Petechiae 
transfusion 
(565 ml.) 
31 186 000 2 exchange 50,000 Survived No abnormal 
transfusions bleeding 
(500 mil. each) 
32 243,000 2 exchange 34,000 Survived No abnormal) 
transfusions bleeding 


(500 mi. each) 


* Lowest post-transfusion platelet count. 


blood transfusions. Eleven of the adult patients who 
developed thrombocytopenia after the rapid infusion 
of more than 5,000 ml. of whole blood exhibited clinical 
evidences of abnormal bleeding. Seven of these patients 
developed moderate to severe bleeding that contributed 
significantly to morbidity and mortality. Four were sub- 
jected to exploratory surgical procedures in a futile 
search for a local cause of the continued hemorrhage. 
Two patients developed severe gastrointestinal bleeding. 
In several, continued brisk bleeding from the operative 
site probably contributed to the protracted hypotension 
that was the most common feature among the patients 
who died. In four instances the hemorrhagic diathesis 
was only of moderate proportion manifested by cutane- 
ous petechiae, mild hematuria, or slightly excessive 
bleeding from the operative site. All five infants who 
received exchange transfusions for hemolytic disease 
developed marked thrombocytopenia, and two displayed 
clinical evidences of abnormal bleeding. In one (case 
30), cutaneous petechiae were noted, and the other 
(case 28) developed serious bleeding manifested by 
petechiae, ecchymoses, rectal bleeding, and hematuria. 

Other studies of hemostatic function were performed 
in seven of the patients who exhibited abnormal bleed- 
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ing (table 2). Only one patient (case 1) had a pro- 
longed whole blood clotting time. No circulating anti- 
coagulant could be detected in this patient’s plasma. 
Hypoprothrombinemia occurred in three of these pa- 
tients. In two (cases 4 and 12) the hypoprothrombine- 
mia con'd be expaned on the basis of other factors 
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Fig. 3.—Summary of course in newborn twins with hemolytic disease 
(cases 31 and 32). Exploratory laparotomy was performed in baby B 
(case 32) because of vomiting. No evidence of intestinal obstruction was 
found. 


in these patients and probably had no relationship to 
the multiple transfusions. In the other (case 8), the 
hypoprothrombinemia occurred in association with hy- 
pofibrinogenemia and thrombocytopenia. It is possible 
that in this patient (case 8) the pathogenesis of the 
hemorrhagic diathesis might have been related to the 
entrance of thromboplastic substances into the blood 
stream with resultant intravascular defibrination. This 
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Fig. 4.—Scatter diagram showing the relationship between the 
amount of blood transfused and the platelet levels. Abscissa—amount of 
blood administered within a 48 hour period; each unit represents 500 ml 
of whole blood. Ordinate—lowest platelet level after transfusions. 


was the only instance of hypofibrinogenemia encoun- 
tered in this series of patients, and it seems clear that 
fibrinogenopenia was not the cause of the abnormal 
bleeding that followed multiple transfusions. A hemor- 
rhagic diathesis has been described in patients after 
extensive thoracic surgery, and the abnormal bleeding 
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was attributed to fibrinolysis and fibrinogenopenia." In 
the current series of patients receiving multiple transfu- 
sions, abnormal bleeding was encountered in patients 
undergoing abdominal as well as thoracic surgery and in 
patients who were not subjected to surgery. In addition, 
fibrinolysis was not encountered. 

Factors Causing Thrombocytopenia.—Thrombocyto- 
penia can occur after blood and plasma transfusions as a 
result of one of several factors. After severe hemolytic 
transfusion reactions, a hemorrhagic state may develop.’ 
In addition to thrombocytopenia, such patients have 
been observed to have hypoprothrombinemia and hypo- 
fibrinogenemia.'" In the present series of patients, 1m- 
munohematological investigations were carried out in 
several cases. In no instance was evidence found of a 
hemolytic transfusion reaction. Transfusion reactions 
due to bacterial contamination of stored blood may be 
accompanied by an abnormal bleeding tendency.” The 
reactions produced are characterized by an almost spe- 
cific clinical syndrome * and generally are rapidly fatal. 
The infusion of large amounts of dextran has been shown 
capable of inducing thrombocytopenia in dogs.* Only 
five of the patients in this study received dextran, and 
none received more than 1,000 ml. 

The plasma of some patients with idiopathic thrombo- 
cytopenic purpura is capable of inducing thrombocyto- 
penia when it is infused into normal recipients.’ It 
seems unlikely that all of the patients in this series who 
developed thrombocytopenia after transfusions received 
blood from donors who had idiopathic thrombocyto- 
penic purpura. Stefanini '® and Harrington '' have re- 
ported the presence of naturally occurring platelet iso- 
agglutinins in a small percentage of normal individuals. 
The presence of such platelet isoagglutinins in the donor 
blood might explain the thrombocytopenia that occurred 
in some of these patients. However, this would not 
seem to be the entire explanation in these patients be- 
cause of the reported low incidence of isoagglutinins 
among normal individuals and the apparently universal 
occurrence of thrombocytopenia in patients receiving 
large amounts of blood rapidly. Furthermore, in five 
consecutive cases of hemolytic disease of fetus or new- 
born infants treated with exchange transfusions, throm- 
bocytopenia occurred in all, even though two of these 
infants received blood from single donors. 

All of the patients in this series received transfusions 
of bank blood. Since this blood may have been deficient 
in platelets, and, since the platelets in this blood may 
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have been altered so that they would not survive when 
infused into the recipients, it might be postulated that 
the recipients’ platelet counts fell as a result of dilution. 
Certainly this mechanism may play some role in the pro- 
duction of the thrombocytopenia, but it cannot explain 
several of the features observed in these cases. In at 
least two instances (cases 25 and 26) the fall in platelet 
count could not be explained by dilution. Furthermore, 
when thrombocytopenia occurred after transfusions, it 
persisted for three to five days after the last transfusion 
in almost every case. In one instance, direct transfusion 
of blood from donor to recipient with use of a multiple, 
silicone-coated syringe technique failed to prevent a fall 
in the platelet level of the recipient even though the 
donor platelet level was high (case 22). In two of the 
exchange transfusions given for hemolytic disease, the 
donor bloods had norma! platelet levels at the time of 
transfusion. In both instances (cases 29 and 30), 
thrombocytopenia promptly occurred alter exchange 
transfusion. 

Stefanini and Chatterjea '° have described transitory 
thrombocytopenia occurring in 32 of 36 normal subjects 
who were infused with blood, plasma, or serum from 
normal donors. The thrombocytopenia that was de- 
scribed persisted only for several hours in most in- 
stances, but in some was observed to persist for as long 
as 48 hours. It is entirely possible that when large 
amounts of blood are infused rapidly, the severe throm- 
bocytopenia produced may result from the infusion of 
thrombocytopenogenic substance in normal blood. This 
factor may operate alone or in combination with dilution 
of the recipient's platelets in the production of the throm- 
bocytopenia observed in this study. Bell “ felt that this 
thrombocytopenogenic factor, together with dilution 
could account for the thrombocytopenia that he ob- 
served after the administration of multiple transfusions. 
Thrombocytopenia following massive transfusions has 
been reproduced in dogs,’ and further studies of its 
mechanism are in progress. 

Therapeutic Problem.—The therapeutic problem pre- 
sented when serious clinical bleeding occurs following 
massive blood transfusion is indeed a perplexing one. 
Stefanini “” has suggested that the thrombocytopenia 
that he has observed after massive transfusions may 
have resulted from dilution of the recipient's platelets 
with platelet-deficient donor blood and may have been 
related to poor platelet production because of the under- 
lying diseases in the recipients. He suggested that blood 
collected by gravity into nonwettable containers might 
prevent this complication of multiple transfusions. In 
all but one of the patients (case 2) observed in the pres- 
ent series, blood was collected by gravity into plastic 
bags. Even fresh blood of known normal platelet count 
was capable of producing thrombocytopenia (cases 22, 
29, and 30). Thus it would appear that the use of non- 
wettable blood bank equipment is not the entire solution 
to this problem. The use of platelet concentrates has 
been rec ded *” and will warrant further evalua- 
tion. One patient in this series (case 12) had a sp!enec- 
tomy performed as part of the operative procedure dur- 
ing which he received the transfusions. The splenectomy 
did not prevent the development of thrombocytopenia. 
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Several of the patients received cortisone or hydrocorti- 
sone (cases 3, 4, 11, 13, and 14) after the development 
of thrombocytopenia, and no significant effect on their 
platelet levels was noted. These few observations are 
not conclusive, and the effect of splenectomy or steroid 
therapy requires further evaluation. 

The most serious therapeutic problem encountered 
in many of these patients was the protracted shock that 
resisted further transfusions and the action of arterenol. 
Bunker '* has described a shock-like state due to citrate 
intoxication in humans. Perhaps this factor had some 
role in the severe, prolonged hypotension that was ob- 
served. Clinical evidence of hypocalcemia was not 
seen in any patient. The administration of calcium glu- 
conate did not prevent the occurrence of the hemor- 
rhagic disorder. When the serum calcium level falls, 
other manifestations of hypocalcemia, including tetany, 
cardiac arrhythmias, and cardiac arrest, occur before 
blood coagulation is impaired. A most difficult thera- 
peutic decision arises in those patients who have de- 
veloped thrombocytopenia after multiple transfusions 
and who continue to bleed. The need for further trans- 
fusion is obvious; however, it is equally clear that addi- 
tional transfusions may increase the severity and pro- 
long the duration of the thrombocytopenia and thereby 
contribute to continuing bleeding. 
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SUM MARY 


Thirty-two patients who received one or more whole 
blood transfusions were studied. Twenty-seven were 
adults who received transfusions for a variety of clinical 
disorders, and five were newborn infants who received 
exchange transfusions for hemolytic disease of fetus or 
newborn infant. Of the adult patients, 14 received more 
than 5,000 ml. of whole blood within a 48 hour period. 
All 14 developed thrombocytopenia, and 11 developed 
clinical evidences of abnormal bleeding. Thirteen of the 
adult patients received less than 5,000 ml. of whole 
blood within a period of 48 hours. Some of these 13 
developed mild thrombocytopenia, but none developed 
evidences of abnormal bleeding. All five of the new- 
born infants who received exchange transfusions for 
hemolytic disease developed thrombocytopenia, and two 
had clinical evidences of abnormal bleeding. Fibrino- 
genopenia was not the cause of the abnormal bleeding 
and was encountered in only one instance. The thrombo- 
cytopenia that was observed in these patients was re- 
lated to the amount of whole blood transfused and the 
rate of infusion, 

601 N. Broadway (5) (Dr. Kfevans). 
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Intoxication During the Transfusion of Banked Blood in Man, abstracted, 
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THE ANTERIOR CHEST WALL SYNDROME—CHEST PAIN RESEMBLING 
PAIN OF CARDIAC ORIGIN 


Myron Prinzmetal, M.D. 


Rashid A. Massumi, M.D., Los Angeles 


The differential diagnosis of anterior chest pain has 
always been an important problem in clinical medicine. 
In the past few decades, it has grown steadily in impor- 
tance and clinicians have become increasingly aware of 
the manifestations of coronary artery disease and its 
potentially malignant nature. This disease is so common 
and its recognition so essential that the clinician may feel 
safe in considering it as a possibility in any patient com- 
plaining of pain in the anterior chest wall. This is par- 
ticularly true if the patient has an authenticated history 
of myocardial infarction or is in the so-called coronary 
age group. On the other hand, there are innumerable 
noncardiac conditions, visceral as well as somatic, that 
give rise to anterior chest pain and are to be suspected if 
one is to avoid an unwarranted diagnosis of coronary 
artery disease and the resultant unwise restrictions and 
their psychological consequences. It is well to bear in 
mind that, in the category of noncardiac conditions re- 
sponsible for anterior chest pain, there are many somatic 
musculoskeletal affections of the thoracic cage whose 
diagnosis depends on clinicians’ awareness of their exist- 
ence, 

In this communication we wish to call attention to a 
painful somatic affection of the anterior chest wall occur- 
ring in patients with and without history of myo- 
cardial infarction. Due to certain similarities between 


this pain and the pain of coronary origin, this condition 
arouses undue anxiety in patients and often leads the 
physician to impose unnecessary restrictions. A vicious 
circle is thus set up in which fear of heart disease be- 
comes the prominent feature. To our knowledge, this 
condition has not as yet been described as an entity, al- 
though literature contains reports of unusual types of 
chest pain that appear to fit the clinical description of the 
condition described in this presentation. Inasmuch as this 
symptom complex is not per se a disease entity and 
occurs in a variety of circumstances, the term “anterior 
chest wall syndrome” is suggested. 


MATERIAL 


This report is based on our experience with patients 
seen Over a number of years in private practice and in 
the medical clinic of the Cedars of Lebanon Hospital in 
Los Angeles. A significant number of patients were re- 
ferred to us for treatment by their previous physicians 
as having intractable angina pectoris or recurrent coro- 
nary insufficiency. We have recognized the condition for 
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at least 10 years and have instituted a treatment as out- 
lined in this presentation in a large number of patients 
with encouraging results. Publication of the following 
data was deemed warranted when recently four cases 
were encountered in one week. It is hoped that clinicians 
may benefit from awareness of this condition and the 
ease with which it may be confused with coronary artery 


disease. 
SYMPTOM COMPLEX 


The symptom complex consists of a painful affection 
of the somatic structures of the anterior chest wall asso- 
ciated with exquisite tenderness on fingertip pressure. It 
occurs very commonly after coronary occlusion; how- 
ever, it may be encountered in healthy individuals. Histo- 
logical changes in the soft tissues of the anterior chest 
wall are inconsistent. When present, they consist of 
lymphocytic infiltration in the connective tissue, mus- 
cular degeneration, and increase in collagen fibrils. The 
condition is readily confused with coronary artery dis- 
ease. Response to corticotropin (ACTH ), radiation ther- 
apy, and breathing exercises is prompt. The cause is 
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usually continuous and spreads throughout the anterior 
chest wall with no radiation to neck, jaw, or arms. It 
is usually most severe in the sternal region and precor- 
dium. Patients are often aware of the superficial local- 
ization of the pain and occasionally express the opinion 
that the pain is different from the pain of their previous 
“heart attacks.” The pain is subject to spontaneous ex- 
acerbations sometimes indistinguishable from an attack 
of angina pectoris. Unlike angina pectoris, however, the 
exacerbations are not accompanied by radiation of pain 
to the neck, jaw, shoulders, arms, and fingers; they are 
not brought on by physical exertion and are not asso- 
ciated with vasomotor changes such as salivation and 
perspiration. The onset of exacerbations may be sudden 
and is often occasioned by a quick movement of the 
body. The duration is a matter of hours; the termination 
is usually gradual. Patients are not generally free of pain 
in the interim between the attacks. Certain positions of 
the body and movements of the chest may provoke an 
acute exacerbation of pain; those most frequently re- 
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Electrocardiograms of patient in case 2 taken four years apart. Tracing taken in 1954 shows higher R waves and indicates less myocardial damage than 
the one taken in 1950. It is believed the attacks of chest pain in the four-year period were exacerbations of the anterior chest wall syndrome and not 


new infarcts. 


unknown; however, it appears probable that this condi- 
tion is analogous to the shoulder-hand syndrome insofar 
as its pathogenesis is concerned. 

Clinically, the condition has been encountered only in 
adults between the ages of 30 and 75 years, with the 
majority Oi Cases in persons above 45 years of age. This 
age factor is accounted for by the fact that a large num- 
ber of the patients developed the condition after an 
attack of coronary occlusion and hence were in the so- 
called coronary age group. We have no knowledge con- 
cerning the appearance of the condition in children. The 
condition occurs very commonly from four to six weeks, 
and occasionally several months, after coronary occlu- 
sion. In a small proportion of the cases, the pain begins 
in the days after coronary occlusion. If the condition is 
not related to coronary artery disease, the history is 
usually negative. The symptomatology does not vary 
depending on the origin of the condition; however, for 
the sake of simplicity, the postinfarction type of this 
symptom complex will be described hereafter. 

Postinfarction Variety of the Syndrome.—During con- 
valescence after an acute attack of coronary occlusion, 
or less frequently a few months after discharge from the 
hospital, the patient begins to complain of recurrence 
of pain in the anterior part of the chest. The pain is 


ported are anterior flexion or posterior extension of the 
neck and trunk, lateral rotation of the chest, rotations of 
the neck, and elevation of the arms. There is no relation- 
ship to quantity or quality of food. Emotional stress 
seems to have an aggravating effect. The pain is present 
and of the same intensity during hours of activity, but 
it subsides during the night. Nocturnal attacks of pain 
are uncommon; however, they occasionally awaken the 
patient only to disappear with change of body position. 
If not properly handled, the pain tends to persist for 
months, and even years. It is often severe and incapaci- 
tating. The acute exacerbations may be so excruciating 
that repeated doses of narcotics are required for relief. 
Glyceryl trinitrate (nitroglycerin) is without effect. 

The condition does not make general health deterio- 
rate and is not associated with systemic symptoms; how- 
ever, the fear of heart attack in a patient with neurotic 
background may lead to aggravatien of the underlying 
psychological imbalance. Many patients give a history 
of having been admitted to numerous hospitals and have 
visited many physicians for treatment of what they con- 
sider persistent heart disease. Some have received nar- 
cotics for the acute exacerbations of the pain. Addiction 
to narcotics is not rare. Mental depression and anxiety 
neurosis are commonly encountered in patients suffering 
from this condition. 
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On physical examination the remarkable finding is ten- 
derness of the anterior chest wall. The area of maximal 
tenderness corresponds to the points of greatest pain, 
usually the sternochrondral regions and the areas over- 
lying the cardiac apex. Although the soft tissues are sen- 
sitive to touch, the tenderness is more pronounced on 
pressure over the cartilages and bones. Pressure over the 
tender areas provokes a severe local pain without radia- 
tion. The area of maximal tenderness may migrate from 
one part of the chest to another. Pain is elicited by pres- 
sure on any part of the chest. This fact is important from 
the diagnostic point of view, since it demonstrates that 
the tenderness in this symptom complex is different from 
the so-called trigger zone described by Weiss and Davis * 
and Travell and her associates? that, when pressed, 
produces pain in distant areas such as the heart. The skin 
possesses normal color and texture. Surface temperature 
is normal; there are no dysesthesias and no evidence of 
radicular or truncular nerve involvement. Pressure on 
the spinous processes does not produce pain. There are 
no visible or palpable structural alterations of the chest 
wall. Inflammatory and trophic changes are absent. The 
breasts are free of demonstrable pathology. Examination 
of the remainder of the body shows no abnormality asso- 
ciated with or related to this symptom complex. Blood 
cell count, erythrocyte sedimentation rate, urinalyses, 
and x-rays are normal. There are no laboratory signs 
of inflammation, hypersensitivity, infection, or metabolic 
aberrations associated with the condition. Electrocardio- 
grams taken during the acute exacerbations, as well as 
those taken between the attacks, remain unchanged. 
Hyperventilation is frequently seen among patients suf- 
fering from this type of pain. The electrolyte disturbances 
that occasionally result from hyperventilation lead to 
minor electrocardiographic changes that, under the cir- 
cumstances, are easily misinterpreted as indicative of 
coronary insufficiency. 


HISTOPATHOLOGY 

Biopsies have been performed in a small number of 
cases and hence are of limited statistical value. The re- 
sults show, however, that the histological changes are 
variable. In one case, that of a patient who had this 
condition for seven years, biopsy of the skin and underly- 
ing soft tissues, intercostal muscles, and cartilage of 
the rib showed lymphocytic infiltration, some muscular 
degeneration, and evidence of chronic inflammation in 
the perichondrium as well as the connective tissues sur- 
rounding it. In the second case, in which the condition 
had been present for three years, the only positive find- 
ing was a moderate increase of collagen fibrils without 
concomitant evidence of cellular infiltration. Three biop- 
sies performed in patients with a history of disease of 
less than a year’s duration yielded normal results. 


DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 

A positive diagnosis depends critically on the index of 
suspicion maintained for this syndrome. The persistence 
of chest pain after an attack of myocardial infarction 
should always be regarded as highly suggestive of the 
postinfarction variety of this syndrome. This is partic- 
ularly true if the pain is not associated with other mani- 
festations of coronary artery disease. However, as the 
syndrome occurs in individuals without coronary disease, 


CHEST PAIN—PRINZMETAL AND MASSUMI 179 


a positive history of myocardial infarction is not to be 
regarded as a sine qua non of this syndrome. Even though 
the incidence of the postinfarction variety of this syn- 
drome is much higher than that of the variety unasso- 
ciated with coronary disease, the latter occurs with 
sufficient frequency to warrant its consideration in other- 
wise healthy persons complaining of persistent anterior 
chest pain. 

In the differential diagnosis between this symptom 
complex and other conditions, one must consider all 
affections leading to persistent pain of the anterior chest 
wall. Coronary artery disease is the diagnosis most com- 
monly entertained; however, patient questioning and 
careful physical examination will reveal certain major 
differences: 1. The pain in coronary artery disease, 
namely, angina pectoris, is paroxysmal and precipitated 
by such factors as physical exertion and emotional ten- 
sion. Attacks of angina pectoris are often preceded by 
heavy meals and are short; pain of the anterior chest wall 
syndrome tends to be continuous, with acute exacerba- 
tions. Physical exertion and emotional tension do not 
appear to play an important role in precipitating acute 
exacerbations. 2. Radiation of the pain in angina pectoris 
may be characteristic, while pain of this condition does 
not radiate outside the boundaries of the thoracic cage. 
3. The vasomotor accompaniments of angina pectoris are 
absent in this condition. 4. A continuous pain of coronary 
origin is apt to be due to coronary occlusion or severe 
coronary insufficiency, which are invariably associated 
with other symptoms and signs. Pain of this condition, 
although continuous and of long duration, is associated 
with no systemic, respiratory, or cardiac symptoms. Tem- 
perature, erythrocyte sedimentation rate, and blood cell 
counts remain normal. 5. Electrocardiograms taken dur- 
ing the paroxysmal exacerbations of pain in coronary 
artery disease often show S-T and T changes that may be 
characteristic; these are not found in the anterior chest 
wall syndrome. 6. Pain of angina pectoris is relieved 
completely or partially with glyceryl trinitrate. Pain of 
this condition fails to respond to this therapy. 7. Al- 
though some tenderness of the chest wall may be present 
in angina pectoris, it is usually mild and tends to disap- 
pear after termination of the attack, whereas tenderness 
in this condition is persistent and exquisite. 8. Finally, 
prompt improvement with a therapeutic diagnostic test 
with corticotropin. cortisone, and radiation therapy may 
provide a clue to the correct diagnosis, for these meas- 
ures are of no avail in patients with angina pectoris or 
coronary insufficiency. 

An important and relatively common source of ante- 
rior chest pain is hypertrophic osteoarthritis of the cerv- 
icodorsal spine associated with involvement of the poste- 
rior roots.* However, the presence of tenderness over the 
spinous processes and the anterior portion of the inter- 
costal spaces, the characteristic distribution of neurolog- 
ical signs and symptoms, and the x-ray findings of osteo- 
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arthritis are usually sufficient to substantiate the correct 
diagnosis. Esophageal hiatal hernia frequently causes 
anterior chest pain; however, this condition is associated 
with certain digestive symptoms and can be readily diag- 
nosed roentgenologically with the use of proper tech- 
nique. Tenderness of the chest wall is absent in hiatal 
hernia. Affections of the mediastinum, pleura, and peri- 
cardium can be diagnosed with reasonable ease. Diseases 
of the bone involving the ribs may create symptom com- 
plexes similar to the anterior chest wall syndrome. 
Among these, metastatic involvement of the ribs, eosin- 
ophilic granuloma, and multiple myeloma may be re- 
called, all of which have specific x-ray findings and other 
corollary manifestations. X-ray of the ribs is negative 
in the condition under discussion. 

Tietze’s disease may simulate the anterior chest wall 
syndrome very closely. In this condition, according to 
the available literature,* pain and tenderness are limited 
to the costal cartilages and the superjacent tissues. The 
cartilages most commonly involved in Tietze’s disease 
are those of the second ribs. There may be visible hyper- 
trophy and tumefaction of those cartilages. The history 
of patients with Tietze’s disease reveals factors such as 
trauma, respiratory infection, and malformation of the 
dorsal spine. In the condition under study, on the other 
hand, tenderness is diffuse and generally lower than the 
level of the second rib. The history, insofar as the factors 
mentioned above are concerned, is negative. 

Other musculoskeletal conditions of the chest wall 
may be hard to distinguish from the syndrome under 
discussion. Muscle strain is usually preceded by violent 
exercise and is of short duration. It is seen in athletes and 
people involved in strenuous muscular work. Pain result- 
ing from direct trauma to the anterior chest wall may be 
diagnosed by a careful history. Neurological affections 
that give rise to neuralgias may closely simulate the 
anterior chest wall syndrome; however, the distribution 
of the objective and subjective sensory changes in the 
territory of the involved nerves is sufficient to allow one 
to differentiate between the two conditions. 

The disease often feared in women is carcinoma of the 
breast. Not infrequently, women suffering from pain of 
the anterior chest wall show great anxiety about breast 
malignancy. As a matter of fact, cancerphobia is a not 
uncommon outcome of this condition, apparently due 
to its persistence and its failure to respond to palliative 
therapy. Painful diseases of the breast, particularly the 
various forms of chronic mastitis, may be closely sim- 
ulated by this symptom complex. In the former, however, 
there are objective evidences of induration and hyper- 
plasia, and tenderness is often limited to the glandular 
substance of the breast. Furthermore, that part of the 
thoracic cage on which the breast lies is not tender on 
pressure, as can be shown by pushing this organ to one 
side and examining the subjacent ribs and the inter- 
costal spaces. In the anterior chest wall syndrome, 
tenderness on pressure over the musculoskeletal struc- 
tures underlying the breast persists after this organ is 
pushed away from its normal position. 
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Since the basic process responsible for pain of the 
anterior chest wall may involve areas other than those 
mentioned earlier, it may resemble diseases of the gall- 
bladder and other subphrenic viscera. We encountered 
One patient in whom the condition involved the anterior, 
lower part of the chest wall on the right. This patient had 
become convinced that he had some type of neoplasm. 
His suspicion was strengthened by the high incidence of 
malignancy in his family. 

TREATMENT 

The usual therapeutic measures directed at coronary 
artery disease are not effectual and may be harmtul. Not 
only do they serve to mask the true nature of the condi- 
tion but they also decrease the patient’s morale. Due to 
its persistence, the pain is apt to create a great deal of 
anxiety in the patient; hence, reassurance is of the ut- 
most importance. Patients are often convinced that they 
suffer from a persistent heart disease; they have dimin- 
ished their physical activity to a minimum. Needless to 
say, the damage inflicted by prolonged physical rest is 
manifold and, at times, too great to be compensated for. 
The patient should be persuaded that the pain is not of 
cardiac origin; he should be urged to be more active both 
physically and mentally. In this connection, the physician 
will, undoubtedly, exercise caution if the patient is in 
the convalescent stage of myocardial infarction or is 
suffering from severe coronary arteriosclerosis or cardiac 
decompensation. With the initiation of activity, it is not 
uncommon to observe that the patient’s attitude toward 
his condition is thoroughly changed. He begins to find 
his pain progressively less incapacitating, even though 
both pain and tenderness persist. Removal of the fear 
complex is sufficient to give some relief by virtue of 
raising the pain threshold. Atterward, institution of 
proper physical therapy, breathing exercise, and mus- 
cular exercise may be all that is necessary to eradicate 
the condition. To be sure, a large majority of the patients 
improve once the fear of heart disease is removed and 
the proper emotional attitude is restored. If the above 
measures should fail to bring about a complete cure, or 
if the pain is so severe that more radical therapy is war- 
ranted, or if the emotional condition of the patient is 
such that the rapid relief of pain is desirable, cortico- 
tropin, corticosteroids, or radiation therapy may be used. 
Corticotropin is given in moderate doses of 100 to 150 
mg. per day for two days, after which the doses are de- 
creased gradually until the daily dosage is lowered to 
25 mg. a day within a week. The response usually is 
strikingly prompt; in the majority of cases the pain begins 
to subside on the second day of therapy. At the end of 
the course of corticotropin therapy, the patient is usually 
completely free of pain. If residual pain persists, x-ray 
therapy may be substituted for corticotropin for a period 
of a few days. Therapy may be begun with cortisone; 
however, corticotropin seems to be advantageous. The 
dose of cortisone is also moderate, 100 to 150 mg. 
per day, with a gradual decrease in about one week 
to 10 days. Radiation therapy has been found to be use- 
ful. It is used as the sole treatment and after corticotropin 
therapy has been discontinued. In our hands, the treat- 
ment outlined above has been very successful. The salt- 
retaining properties of the moderate doses of cortico- 


V 
195 
\ 


Vol. 159, No. 3 


tropin and corticosteroids have not presented any prob- 
lem in these cardiac patients. We have seen no evidence 
of coronary circulatory insufficiency after the conclusion 
of therapy in our patients. It is not uncommon to see 
recurrence of pain after discontinuation of therapy; the 
recurrences, however, respond to the therapy outlined 
above as readily as the original condition. Breathing 
exercise, as prescribed by a physical therapist, is of un- 
questionable usefulness. It strengthens the respiratory 
muscles that, due to the pain associated with deep breath- 
ing, may have undergone disuse atrophy. Hyperventila- 
tion usually ceases after patients lose their anxiety and 
are reeducated toward restoring normal breathing habits. 

If anxiety is a prominent feature, it may be desirable 
to use procaine infiltration, for psychological reasons 
only, to eliminate the tenderness and pain momentarily 
and enable the patient to see that his pain is not of 
cardiac origin. This technique may be of sufficient per- 
suasiveness to remove the fear of physical exercise and 
facilitate further therapy. A significant proportion of 
these patients are taking digitalis and coronary vaso- 
dilators, perhaps unnecessarily. It is advisable to dis- 
continue use of these drugs if indications are lacking. 

It is to be added at this juncture that the condition 
under discussion may be associated with angina pectoris. 
Great caution must be exercised in evaluating a patient's 
signs and symptoms in the light of careful history and 
physical examination. If necessary, hospitalization must 
be advised for the purpose cf evaluation. The treatment 
of patients suffering from both conditions is obviously 
more complicated than the treatment of patients afflicted 
with the anterior chest wall syndrome alone; however, 
the therapy that has been outlined for the syndrome will 
abolish those components of the symptomatology ac- 
counted for by the condition and hence has diagnostic 
value. As pointed out earlier, a therapeutic test with 
corticotropin, cortisone, or x-ray therapy is quite safe in 
patients irrespective of the condition of the coronary 
arteries. After a period of approximately a week, treat- 
ment with the agents mentioned above will eliminate the 
somatic component of the chest pain and reevaluation 
of the patient will reveal the presence of true angina 
pectoris. 

It is to be pointed out that, in evaluating electrocardio- 
graphic findings of patients suffering from anterior chest 
pain, one must be cognizant of certain S-T segment and 
T-wave changes that occasionally occur with anxiety, 
fear, and other circumstances in which functions of the 
anatomic nervous system are disturbed. One must recog- 
nize the prevalence of anxiety in patients suffering from 
this symptom complex so that the value of electrocardio- 
graphic findings mentioned above will be properly appre- 
ciated. 

REPORT OF CASES 

Case 1.—A 44-year-old housewife sustained a posterior myo- 
cardial infarction in January, !954, for which she was hospital- 
ized in another city tor six weeks. After discharge from the 
hospital, she was completely asymptomatic until April, 1954, 
when she suffered a severe attack of anterior chest pain diag- 
nosed as coronary insufficiency. Electrocardiograms and other 
laboratory procedures, however, failed to show any changes over 
the previous ones. The patient continued to have mild, steady 
anterior chest pains after discharge. This pain persisted and be- 
came much more severe about six weeks before admission to 
this hospital. During this time, she received various coronary 
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vasodilators without relief. There had been no systemic symp- 
toms associated with the pain. The pain was most severe in the 
midline and the medial end of the second to the fifth intercostal 
spaces. It was described by the patient as “soreness” and “differ- 
ent from the attack in January.” It was aggravated by violent 
movements and rotation of the chest. Posterior extension of the 
chest brought about a feeling of “pull” on the anterior chest wall. 
At no time was the pain associated with dyspnea, thoracic oppres- 
sion, vascular collapse, or weakness. It did not radiate to the 
left upper extremity. During the months of bed rest and contin- 
uous chest pain she became profoundly depressed and was con- 
stantly aware of the fact that she was a cardiac cripple. Numer- 
ous drugs had been administered to no avail. 

On physical examination she appeared to be in good health. 
Temperature, white blood cell count, sedimentation rate, and 
x-ray of the chest were normal. The heart was normal in size and 
by auscultation. The electrocardiogram was characteristic of an 
old posterior myocardial infarction. There were no S-T and T 
changes. The only striking finding was a diffuse tenderness of the 
soft tissues of the anterior chest wall and the costal cartilages of 
both sides. The area of tenderness extended from the clavicles to 
the xiphoid process and laterally to the anterior axillary lines. The 
tenderness was exquisite on the cartilages and the adjacent inter- 
costal spaces of the right third to fifth ribs. The pectoralis mus- 
cles were also tender on pressure. The patient was immediately 
given permission to move about at will. She was told that her 
pain was not of coronary origin. It was noted that physical exer- 
cise did not precipitate any pain or aggravate the already existing 
pain. The pain disappeared for the first time in several months 
after the patient was given corticotropin, 100 mg. for four days. 
At the end of this period, corticotropin was withdrawn, This was 
followed by prompt return of the symptoms. She was then given 
a course Of x-ray therapy in order to determine whether the re- 
sponse to this therapeutic agent would be as satisfactory as it 
was to corticotropin. After four days of x-ray therapy, the pain 
disappeared completely. The patient is now asymptomatic and 
enjoys good health. From an emotional point of view she has 
improved remarkably. 


This case demonstrates the ease with which this symp- 
tom complex, when occurring after coronary occlusion, 
may be interpreted as angina pectoris and coronary in- 
sufficiency and treated as such. Furthermore, it illustrates 
the prompt, favorable response to corticotropin and 
x-ray therapy. It also demonstrates the usefulness of 
corticotropin and x-ray therapy as agents for diagnostic 
tests, 


Case 2.—A 54-year-old housewife was first seen on Nov. |, 
1954. Her chief complaint consisted of persistent anterior chest 
pain of five months’ duration. Her cardiac history dated back 
to January, 1950, when she suffered an acute myocardial infarc- 
tion. She was placed in another hospital for four weeks and was 
free of symptoms upon discharge. The patient remained asympto- 
matic until January, 1952, when she had her second attack. This 
time, however, no “fresh infarction” was found, and the patient 
continued to enjoy good health until February, 1953. Since that 
time, she had been subject to numerous attacks of chest pain of 
varying intensity. She was hospitalized on six occasions for acute 
attacks of chest pain diagnosed as coronary insufficiency, for 
which she was given anticoagulants and other cardiac drugs for 
varying periods of time. Symptoms of menopause appeared and 
aggravated the previously existing symptoms. The attacks of 
chest pain, most of which were recognized as coronary insuffi- 
ciency, appeared with greater frequency. She began to suffer from 
a continuous, mild pain in the interval between the attacks. Dur- 
ing one of her hospitalizations she was given digitalis, presumably 
for rapid heart action, and was maintained with this drug until 
the time of admission to this hospital. 

During the five months preceding her admission to this hos- 
pital, she suffered from a persistent, severe chest pain with numer- 
ous exacerbations diagnosed variously as coronary insufficiency, 
gallbladder pain, and psychoneurosis. She was given a variety 
of drugs by a number of physicians whom she had consulted 
for the acute attacks of pain. Numerous electrocardiograms were 
taken in this period of time, and they were all identical; however, 
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judging by the size of the R wave, electrocardiograms denoted 
improvement, as the R waves increased in height over the period 
of four years, although the patient was hospitalized five times 
with a presumptive diagnosis of myocardia! infarction. When 
she was seen in this hospital, the patient described her pain 
as continuous, drawing, and superficial. The pain was asso- 
ciated with a sensation of squeezing pressure on the lateral chest 
walls and tightness in the skin overlying the sternum. She stated 
that the pain under discussion, unlike the anginal attacks with 
which she was familiar, was not accompanied by dyspnea, weak- 
ness, sensation of heaviness, and radiation to the left upper 
extremity. Furthermore, it was not relieved by glyceryl trinitrate. 
Her history and family history were unrevealing. 

Physical examination showed a normally developed, healthy- 
looking female. Extreme anxiety and frustration were evident 
in her facial expression. There were no outward signs of heart 
failure. The heart was moderately enlarged, with the apex beat 
between the midclavicular and anterior axillary lines. There was 
a grade 2 systolic murmur at the apex. The heart otherwise was 
not remarkable. There was a marked tenderness over the major 
portion of the anterior chest wall, and it was most exquisite near 
the xiphoid process and in the medial portion of the second, 
third, and fourth intercostal spaces and the adjacent structures. 
The skin overlying these areas was not different from the skin of 
the adjacent normal regions. It appeared to the examiner that 
both soft tissues and the underlying cartilages were the seat of 
tenderness. The breasts appeared normal. There was no evidence 
of nerve involvement. The electrocardiograms showed the old 
anterior myocardial infarction with some degree of S-T segment 
elevation in V; to V,. This was not considered to be indicative of 
coronary insufficiency, as it had been present in all the tracings 
obtained in the period of less than four years since she had re- 
covered from the first attack of myocardial infarction (see 
figure). 

Chest x-ray showed moderate cardiac enlargement with normal 
pulmonary vascular markings. This patient was given cortisone, 
100 mg. daily for four days. The chest pain began to subside on 
the third day and was completely absent after four days of 
therapy. At present she is completely asymptomatic. Incidentally, 
she was advised to stop taking digitalis, quinidine, and bishy- 
droxycoumarin (Dicumarol), which she had been taking for some 
time befcre her admission to this hospital. This improved her 
cardiac function considerably. 


This case also demonstrates how the anterior chest 
wall syndrome is misdiagnosed and treated as persistent 
coronary insufficiency. Surprising is the fact that, in spite 
of stationary electrocardiograms and normal white blood 
cell count, sedimentation rate, and cardiac functions, the 
patient’s pain was thought to be of coronary origin by all 
the physicians she consulted during the period of four 
years. The importance of awareness of this symptom 
complex and the value of the therapeutic test with corti- 
cotropin is again exemplified. 


Case 3.—-A 50-year-old housewife was seen in November, 
1954, because of a continuous chest pain of 12 years’ duration. 
She suffered an acute attack of coronary occlusion in 1942, after 
which she developed anterior chest pain that persisted up to the 
time of admission to this hospital. She consulted numerous phy- 
sicians, all of whom confirmed the diagnosis of persistent coro- 
nary insufficiency and advised restriction of physical activity; 
however, the pain was not precipitated by physical exertion or 
emotional tension. No relationship of the pain to heavy meals 
was noted. Glyceryl trinitrate was ineffectual. The patient was 
subject to paroxysms of pain, some of which occurred during the 
night upon change of position in bed. The patient volunteered 
the information that the chest was sore on touch, and the sore- 
ness was associated with a feeling of tightness of the chest wall. 
She suffered another attack of coronary thrombosis in May, 1953. 
She recovered from this attack uneventfully but continued to 
have the above-mentioned persistent anterior chest pain. After 
the death of her husband, she was forced by her economic status 
to accept an eight-hour-a-day job as a salesgirl, which necessi- 
tated standing on her feet for hours at a time. This was done in 
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spite of her previous physician’s advice to the contrary. She was 
highly surprised when she found herself perfectly capable of 
handling the job. 

Physical examination revealed a healthy-looking female with 
a nervous appearance and noticeable facial flush. No respiratory 
distress and no evidence of heart disease were noted. There were 
no signs of hyperthyroidism. The most significant physical 
finding was tenderness of the anterior chest wall, which was most 
exquisite in the center of the sternum and decreased radially. The 
tenderness seemed to be in the bony structures as well as the skin. 
The heart was slightly enlarged to the left. There were no other 
Significant physical findings. This patient was given reassurance 
and was persuaded that her pain was not of cardiac origin. She 
was urged to keep her job. At present she is working efficiently 
and has no symptoms. 


This case demonstrates that reassurance per se may 
be all that is necessary for removing phobia of heart 
disease, after which the patient learns to endure the chest 
pain without anxiety. 


Case 4.—A 61-year-old housewife was admitted to the Cedars 
of Lebanon Hospital clinic on Nov. 21, 1954, with a history of 
chest pain of three to four years’ duration. The history of heart 
disease dated back to 1932, at which time she suffered from 
dyspnea and was digitalized. She continued to have some exer- 
tional dyspnea but was active physically. Three to four years be- 
fore admission, she began to have periodic anginal attacks, and, 
as time went on, she became more and more dyspneic, with a 
significant diminution in her physical capacity. The anginal at- 
tacks consisted of a feeling of pressure and heaviness on her 
chest, with radiation of pain to the left shoulder and down the 
left arm. She had been taking glyceryl trinitrate with good re- 
sults. At the time of admission, she could walk only a fraction 
of a block before becoming short of breath. Recently, however, 
she had been aware of what she called “soreness” of the an- 
terior part of the chest wall and left breast. This soreness was 
persistent and, according to the patient, differed from the original 
anginal pain. It did not respond to glyceryl trinitrate. It was ag- 
gravated by lying on the left side. Her history and family his- 
tory were unremarkable. 


Physical examination revealed a moderately obese female. 
There were no outward evidences of congestive heart failure. The 
significant finding was an exquisite tenderness of the anterior 
chest wall in the apical region that progressively diminished in all 
directions. It extended to the left clavicle, left border of the ster- 
num, and left posterior axillary line. The skin overlying the tender 
areas did not seem to be very tender. There were no objective 
changes in the soft tissues. There were no trigger zones and no 
evidences of neuralgia. The intercostal muscles seemed to be 
exquisitely tender. The most tender spot was on the fifth rib and 
the adjacent intercostal spaces at the nipple line. The heart was 
slightly enlarged, and heart sounds were normal except for a very 
soft grade 1 systolic murmur at the apex. The remainder of the 
physical examination was not remarkable. Laboratory tests were 
all within normal limits. Electrocardiograms showed prolonged 
P-R intervals averaging 0.26 second. There was wandering pace- 
maker and digitalis effect with left ventricular hypertrophy. The 
patient left the hospital before treatment was instituted, 


For a number of years this patient undoubtedly had 
coronary heart disease with angina pectoris on which 
the somatic type of pain was superimposed. 


Case 5.—A 75-year-old female was admitted to the Cedars of 
Lebanon Hospital clinic for recurrent attacks of chest pain 
on Nov. 20, 1954. The electrocardiogram taken before admission 
showed left bundle-branch block that was thought to favor diag- 
nosis of recent myocardial damage. She had had high blood 
pressure and “heart trouble” for 15 years and had been taking 
digitalis for the same period of time. Five months prior to admis- 
sion, this patient suffered a severe heart attack diagnosed as myo- 
cardial infarction. She had been incapacitated and suffered from 
innumerable attacks of anterior chest pain since the attack of 
coronary occlusion. In addition to the episodic anginal pain, she 
had been conscious of a persistent dull ache over the anterior 
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chest wall that was most severe at the apical region for two 
months. Her history and family history were noncontributory. 

On physical examination the striking finding was a marked 
tenderness over the left anterior chest wall that was most severe 
and excruciating at the apical region of the heart, where the 
maximal pain was felt. The tenderness decreased in a radial 
fashion, and it extended as far up as the clavicle and as far back 
as the posterior midline. The tenderness was associated with a 
severe pain, which was continuous and uninterrupted, involving 
the same areas and often misdiagnosed as anginal pain. There 
had been no signs or symptoms of congestive heart failure during 
the present hospitalization. The presence of tenderness over the 
chest wall was believed to speak in favor of somatic anterior 
chest pain. This patient did not stay in the hospital long enough 
for institution of treatment. 


This case demonstrates that such nonspecific electro- 
cardiographic changes as bundle-branch block in the 
presence of the somatic chest pain strengthen the suspi- 
cion for coronary artery disease and resultant myocardial 
damage. An abnormal electrocardiogram does not make 
the diagnosis of active heart disease. 

Case 6.—A 27-year-old housewife was seen in 1950 because of 
a seven year history of unremitting precordial pain, appearing 
most commonly after meals or upon emotional upheavals. The 
pain was described as sharp and penetrating and of sufficient 
severity to warrant the use of narcotics on many occasions. 
Numerous diagnoses were entertained, namely, coronary artery 
disease, cardiospasm, esophageal hiatal hernia, and psychoneu- 
rosis, but none was substantiated. The only significant point in 
her history was an automobile accident resulting in brain con- 
cussion four years before the onset of chest pain. The patient 
had been of a nervous disposition all her life. She had become 
addicted to meperidine (Demerol) hydrochloride approximately 
one year before her first visit. 

Physical examination revealed a normal-appearing woman in 
no distress. Blood pressure, heart rate, lungs, and abdomen were 
normal. X-rays and electrocardiograms failed to show any evi- 
dence of heart disease. The only positive finding was a marked 
tenderness on the anterior chest wall, which was most intense 
in the parasternal areas of the second to fourth intercostal spaces 
bilaterally. Due to this patient’s uncooperativeness, it was not 
possible to administer a complete course of therapy; however, 
she was impressed when her pain was relieved by procaine 
(Novocain) hydrochloride infiltration of the soft tissues of the 
chest wall. 


This case exemplifies the occurrence of somatic chest 
pain in an apparently healthy individual with no history 
and no evidence of heart disease. Whether there was a 
causal relationship between the brain trauma and the 
painful condition that subsequently developed is a matter 
of conjecture. The patient became addicted to meperi- 
dine as a result of persistent pain and unwarranted use 


of narcotics. 
COMMENT 


Chest pain following myocardial infarction is most 
likely to be attributed to coronary insufficiency, angina 
pectoris, or anxiety neurosis. Actually, a large portion 
of victims of coronary artery disease are free of anginal 
pain for the months or years after coronary thrombosis. 
Contrary to this usual sequence of events, it is not un- 
common to encounter patients who, after an attack of 
myocardial infarction, continue to have a steady sore- 
ness of the anterior chest wall unaccompanied by signs 
and symptoms of coronary artery disease or pericarditis. 
This condition is not associated with such ordinary ac- 
companiments of angina pectoris as thoracic oppression, 
heaviness, dyspnea, and flatulence, nor is there radiatior 
to the areas commonly influenced by true angina pec- 
toris. The patients’ general health is strikingly good. The 
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pain does not respond to glyceryl trinitrate. A similar 
type of pain was described as early as 1923 by Wearn,” 
who reported a case of coronary artery occlusion in 
which a “dull ache” developed over the precordium. The 
symptom was aggravated by exercise but was not re- 
lieved by glyceryl trinitrate. Eckerson and associates ° 
wrote in 1928, “It is not uncommon for patients who 
have suffered coronary thrombosis to be subject for 
varying periods to a type of thoracic pain which is dis- 
tinguishable from the ordinary picture of angina pectoris 
and which is of somewhat different significance.” Of the 
12 out of 23 patients who survived coronary thrombosis, 
3 developed this type of pain. This pain occurred within 
a few days to few weeks after coronary occlusion. Curi- 
ously enough, the association of heart disease with so- 
matic musculoskeletal manifestations was first noted by 
orthopedists. Thus, King and Holmes,’ in 1927, noted 
that a significant proportion of the 450 patients with 
painful shoulders had heart disease. Howard * was first 
to describe what he called “periarthritis of the shoulder” 
appearing in the course of coronary thrombosis and 
again pointed out the association of cardiac disorders 
and somatic changes of the shoulder. Among the 
cases of periarthritis reported by this author, one can 
find four cases in which sustained precordial pain oc- 
curred before or after the appearance of stiff painful 
shoulders. In one of these cases the chest pain subsided 
when the shoulder pain was cured. Boas and Levy,® in 
a paper dealing with shoulder pain and angina pectoris, 
cited two cases (cases | and 3) in which hyperalgia and 
tenderness of the chest wall were associated with somatic 
changes of the shoulder. Askey,'’ in 1941, was first to 
note that the changes occurring in the shoulder and hand 
in patients convalescing from myocardial infarction are 
parts of the same process, hence adding to the under- 
standing of the condition and demonstrating that the 
symptom complex was not necessarily limited to one 
joint. Allison '' wrote in 1950 on pain of the chest wall 
simulating heart disease and stated that “fibrositic” le- 
sions of the chest wall are very common accompaniments 
of coronary disease. It is thus evident that visceral 
changes can give rise to somatic alterations of the ad- 
jacent musculoskeletal structures. Perhaps the best ex- 
ample of this phenomenon is the shoulder-hand syn- 
drome that occurs in patients with coronary artery 
disease and is indistinguishable from that which follows 
injury to the arm and many other conditions. 

A great deal has been written to explain this curious 
viscerosomatic interrelation. Factors such as disuse, re- 
flex vasomotor changes, summation of impulses similar 
to the state of affairs that leads to causalgia and poor 
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circulation, and anoxia secondary to heart failure in 
cardiac patients have been incriminated. Steinbrocker,"” 
and Steinbrocker and his associates,'* introduced the 
term “reflex neurovascular dystrophy of the upper ex- 
tremities.” They explained the trophic alterations of 
the somatic structures on the basis of anatomic connec- 
tions existing between the afferent visceral nerves and 
the efferent sympathetic and trophic neurons of the ex- 
tremities. The impulses from injured myocardium are 
supposed to enter the spinal cord gray matter, where 
they pour into the vast internuncial pool. Numerous 
interconnecting neurons in the internuncial system trans- 
mit these incoming impulses to the neighboring motor 
neurons of the anterior horn (trophic) and posterolateral 
column (sympathetic). The motor neurons in these vital 
centers are influenced, leading to muscular dystrophy 
and vasospasm respectively. The interconnecting neu- 
rons of the internuncial system extend over many seg- 
ments of the spinal cord, whereby impulses entering one 
segment of the cord can influence motor neurons situ- 
ated at a significant distance from that segment. One 
author '' states that at least one pathway can be found 
connecting any two central neurons so that impulses may 
be conducted from one to the other. 

The trophic and vascular changes and the secondary 
inflammatory alterations of the upper extremities occur- 
ring after myocardial infarction are explained on the 
basis of the proximity of the corresponding centers in 
the spinal cord, resulting in a steady bombardment of 
the trophic and sympathetic centers of the upper extrem- 
ities. Actually, from an anatomic point of view, the 
central motor neurons of the anterior chest wall are 
just as close to the afferent cardiac nerves as are the 
motor neurons of the upper extremities. The afferent 
cardiac nerves enter the cord at the level of C-7 to D-4, 
where mcior neurons of the upper portion of the chest 
wall are located. Moreover, the rich internuncial system 
in this area could easily establish connections between 
the afferent cardiac nerves and the motor neurons of the 
lower part of the chest. It is entirely possible that somatic 
anterior chest wall pain is pathogenically analogous to 
the shoulder-hand syndrome; however, this is pure con- 
jecture. There is no evidence for or against it. If it is 
assumed, however, that the condition stems from cardiac 
or other visceral pathologies, one logical basis for expla- 
nation of the somatic alterations would be that which 
utilizes the neurovascular concepts advanced by Stein- 
brocker. 

The mechanism of action of corticotropin, corticoster- 
oids, and x-ray in this condition is unclear. The common 
denominator among corticotropin, cortisone, and x-ray 
is probably an anti-inflammatory action against chronic 
inflammations. It is possible that the beneficial effect of 
these agents is exerted through their anti-inflammatory 
action. Admittedly, our knowledge of the pathological 
physiology and the histopathology of the condition is 
scanty. The mode of action of the therapeutic agents 
mentioned above will be more clearly understood when 
more is known about the pathogenesis of the symptom 


complex. 
P SUMMARY AND CONCLUSIONS 


The anterior chest wall syndrome is a symptom com- 
plex consisting of somatic involvement of the anterior 
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chest wall leading to pain and tenderness. Two distinct 
varieties of this syndrome are the postinfarction variety 
that begins weeks to months after an attack of acute myo- 
cardial infarction and the variety unassociated with coro- 
nary disease. 

Its cause is unknown. It is possible, however, that 
this condition is pathogenically analogous to the shoul- 
der-hand syndrome and hence possibly of neurovascular 
origin. Histological changes are inconsistent. The condi- 
tion occurs very commonly after myocardial infarction 
at varying intervals; however, it has been observed in 
noncardiac individuals and generally lasts months, and 
even years. It may be associated with angina pectoris, 
causing persistence of pain and creating a picture easily 
confused with that of status anginosus. 

The symptom complex is often misdiagnosed as coro- 
nary artery disease and treated accordingly. This leads to 
a chain of events in which patients arrive at the convic- 
tion that they have incurable heart disease and develop 
profound anxiety and depression. The therapeutic meas- 
ures exert their noxious influences to aggravate the 
symptoms and perhaps add such complications as drug 
addiction. In such undesirable state of affairs, the phy- 
Sician is not spared fear and frustration. The presence 
of tenderness of the anterior chest wall and absence of 
signs and symptoms of progressive coronary artery dis- 
ease are the most important diagnostic features of this 
symptom complex. Therapeutic tests with corticotropin, 
corticosteroids, and x-ray therapy are generally sufficient 
to uncover the true nature of the pain. 

The response of the symptom complex to proper ther- 
apy is usually gratifying. Two to three days of therapy 
with corticotropin or cortisone is often sufficient to bring 
about much relief of pain. More prolonged treatment 
with these agents cures the condition completely as a 
rule. If protracted treatment with the corticoids is un- 
desirable, roentgen radiation may be substituted for 
it in two to three days. The full duration of therapy 
does not exceed 7 to 10 days. In the event of recurrence 
of the symptom complex, therapy may be repeated. 


The condition is believed to occur very commonly. 
Its recognition is of great practical importance. It may 
be advisable that all patients complaining of anterior 
chest pain, particularly those with a history of myocardial 
infarction, be examined carefully for the presence of 
tenderness of the chest wall. A recent paper by Ed- 
wards '* on musculoskeletal chest pain following myo- 
cardial infarction clearly describes the postinfarction 
variety of this syndrome. Therapeutic tests with cortico- 
tropin, cortisone, and x-ray are entirely safe and may 
be resorted to with impunity. 
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IMPORTANCE OF TUBERCULIN TESTING OF SCHOOL CHILDREN— 
A TWENTY-EIGHT YEAR STUDY 


J. Arthur Myers, M.D., Frederick G. Gunlaugson, M.D., Minneapolis, Edward A. Meyerding, M.D., St. Paul 


and 


Jean Roberts, M.S., Minneapolis 


Speaking before the New England Pediatrics Society, 
Boston, March 12, 1926, Allen K. Krause, Baltimore, 
said, “It is now almost ten years since a large propor- 
tion of the children of your neighboring community of 
Framinghan was being tested for tuberculous infection. 
Their infants then have now entered late childhood and 
their children become youths. If a new series of tests 
were now performed on Framingham’s children, com- 
parable in number, age and condition to those tested 
from 1917 on, any marked deviation from the figures of 
a decade ago would render the study one of the most im- 
portant and significant ever undertaken in the epidemi- 
ology of tuberculosis. Standing alone, the results of 
Framingham’s test of 1917 to 1920 mean comparatively 
little. They merely confirmed what was already common 
knowledge. But, set over against a new series of records, 
they might serve to lend scientific support to new con- 
cepts of the epidemiology of tuberculosis.’ 


Although we had employed the tuberculin test exten- 
sively since 1920 and had sought persons with conta- 
gious disease among reactors’ associates, we were in- 
spired by Krause’s statement to undertake a long-term 
study. F. E. Harrington, commissioner of health, Min- 
neapolis, arranged for an investigation in 24 parochial 
schools selected geographically so as to present a good 
sampling of the childhood population of the city. It was 
planned to test in these schools about once in 10 years, 
as this would determine changes that might occur in the 
tuberculosis infection rate among children from genera- 
tion to generation and might also be productive of other 
important information. Tuberculin testing was done in 
these schools in 1926, 1936, 1944, and 1954. Original 
tuberculin was administered by the intracutaneous 
method on each occasion. In 1926 and 1936 the usual 
two-test method was employed for those who did not 
react to the first strength. In 1944 and 1954 a single 
dose of tuberculin consisting of 1 mg. was administered 
intracutaneously (1 mg. of tuberculin as first dose is not 
recommended except in low incidence areas). Those who 
presented areas of induration or edema, or both, of 5 
mm. or more in diameter were classified as reactors and 
all others nonreactors. 


RESPONSE TO PROJECT 


Response to a school tuberculin-testing program de- 
pends largely upon information previously transmitted 
to parents, personnel, and the children themselves. In 
1926, 1936, and 1944 no extensive preliminary educa- 
tional work was done. Although response improved be- 
tween 1926 and 1944, at no time was it entirely satis- 
factory. In fact, it was sometimes stated that one could 
not hope for as good response in mass tuberculin testing 
as in mass x-ray surveys. To test the validity of this be- 
lief the Committee on Tuberculosis of the American 


School Health Association in the early 1940's devised a 
plan whereby schools might be officially certified on the 
basis of tuberculosis control work in progress. Minnesota 
was chosen as the demonstration area to determine 
whether this project could be made practical and effec- 
tive. A subcommittee consisting of three physicians es- 
pecially interested in tuberculosis among children was 
appointed. They prepared qualifications that, if met, 
would justify official certification of schools. These qual- 
ifications were: (1) testing with tuberculin 95 to 100% 
of children and making x-ray film inspection of the 
chests of the reactors, (2) testing all school personnel 
and making x-ray film inspection of the chests of re- 
actors immediately and annually thereafter, (3) com- 
pleting the examination of all who presented shadow- 
casting lesions for final diagnosis, and (4) retesting all 
nonreactors every two years and completing the ex- 
amination of those who had converted. From the 
outset this program was popular and created more in- 
terest and activity in tuberculosis control in whole 
communities than any procedure that had ever been 
introduced.” Now 2,100 schools have certificates dis- 
played on their walls, and large numbers of others 
are well on the way to meet the qualifications. In a four- 
county sanatorium district Jordan’ has certified all 
schools, which means that all personnel cooperated and 
that the required number of children have been ex- 
amined. 

Since this procedure had not been instituted in a larger 
city, we decided to test it in our 24 parochial schools in 
1954. Tuberculin testing was preceded by an intensive 
educational campaign over a period of about two 
months. The nursing staff of the health department and 
others participated. They met with parent-teacher or- 
ganizations and conferred individually with principals 
of schools and other administrators. They distributed 
explanatory printed material among parents and the en- 
tire school personnel. Educational workers of the Min- 
nesota Tuberculosis and Health Association arranged 
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for newspaper articles and radio and television broad- 
casts, and a special printed pamphlet describing the 
tuberculin test was distributed to parents and school 
personnel. An excellent organization was formed in each 
school for the actual testing in which mothers of children 
and health chairmen played an important role. It is 
doubtful if such a response had previously been experi- 
enced and recorded. The whole procedure was so 
thoughtfully and carefully developed from the time of its 
announcement to completion that it is being published in 
some detail in pamphlet form. 

School and community pride spurred personnel, par- 
ents, and the children themselves on to the certification 
goal. It served as a powerful incentive. For example, in 
the first school tested one teacher did not respond. On 
the day of reading tests 72 hours later, she was the first 
to appear and requested the tuberculin test, stating that 
she could no longer take the goading of the other mem- 
bers of personnel, parents, and even several children who 
asked her if she was going to prevent their school from 
receiving a certificate. In another school on the morning 
of testing a kindergarten teacher informed the principal 
that six children in her room were absent. The principal 
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Fig. 1.—Number of tuberculin reactors (black figures) per 100 children 
for the years 1926, 1936, 1944, and 1954. 


called each mother by telephone and urgently requested 
that the children be brought in at least long enough for 
the test. Five promptly responded. 


RESULTS 

In 1926, 47.3% of the children reacted to tubercu- 
lin * (fig. 1). Evidently this was a definitely lower inci- 
dence of infection than had obtained a decade before. 
Testing in the same city in 1916, Sedgewick ° found that 
70% of the children became infected during the first 14 
years of life. Nevertheless, our 1926 tests indicated that 
almost half of the children had been in contact with tu- 
berculous people or animats or their products. Attempts 
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were then made to afford better protection for the child- 
hood population by adding 200 beds for contagious 
cases of tuberculosis in the county sanatorium. A hos- 
pital with 176 beds for tuberculous veterans was estab- 
lished in Minneapolis, although not all of the patients 
were from this area. The county medical society, local 
department of health. and the county tuberculosis asso- 
ciation presented each physician with a tuberculin sy- 
ringe and delivered gratis freshly diluted tuberculin every 
two weeks. Each physician was asked to administer the 
test to every person who applied for any kind of exami- 
nation. This resulted not only in finding an appreciable 
number of contagious cases of tuberculosis but also had 
a fine educational value, both for the medical profession 
and the public. 

The epidemiological work of the health department 
was intensified, and effort was made to examine contacts 
of reported cases. Moreover, many apparently normal 
children were tested with tuberculin and persons re- 
sponsible for infecting them were sought. In 1933 and 
1934 the school board required its 3,602 employees to 
be examined for this disease, when 68 were found to 
have shadow-casting lesions requiring further examina- 
tion, six of which were already contagious.® The veteri- 
nary profession had accredited the 87 counties, so the 
state was designated a modified accredited tuberculosis- 
free area in December, 1934. The educational work of 
the tuberculosis association through the sale of Christ- 
mas seals was intensified. With these and other activities 
it seemed that progress should have been made. How- 
ever, the best measure of success was to test the children 
who had entered school during the past 10 years. Tuber- 
culin testing in the same grade schools in 1936 showed 
that the incidence of infected children had decreased 
from 47.3% 10 years earlier to 18.9% * (fig. 1). Thus, 
approximately four of each five children had been pro- 
tected against tubercle bacilli. 

After 1936 the tuberculosis control program was con- 
tinued and, wherever possible, intensified. Because F. E. 
Harrington, commissioner of health, who had made this 
project possible, was reaching the age of retirement, the 
next testing was done after eight years. Between 1936 
and 1944 the number of unhospitalized, contagious adult 
cases had decreased. The medical profession was alert, 
and more unsuspected cases were being found and 
treated. One private general hospital had established a 
division for chest surgery. In that division and in physi- 
cians’ offices collapse therapy converted many con- 
tagious cases and prevented many others from becoming 
contagious. Minneapolis General Hospital established a 
special chest disease service where persons with pul- 
monary lesions could be admitted promptly for differen- 
tial diagnosis. On this service strict contagious disease 
technique was instituted for the protection of patients, 
personnel, and visitors and for the education of students 
and graduates in nursing and medicine. A provision was 
made whereby recalcitrant patients were placed under 
quarantine and committed to the sanatorium. 

Tuberculin testing in the schools in 1944 revealed 
7.7% infected * (fig. 1). Thus among each 13 children, 
one had been unprotected. Between 1944 and 1954 the 
number of clinical cases of tuberculosis diagnosed de- 
creased so that there was usually no significant waiting 
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list for sanatorium beds. In 1947 a mass photofluoro- 
graphic survey reached approximately 64% of the adult 
population. Before this and since, the county tuberculo- 
Sis association kept mobile x-ray units in almost con- 
stant operation. Veterinarians continued their attack on 
tuberculosis among animals throughout the state with 
such success that in 1953 only one bovine was found 
infected in each 5,000 tested. In Hennepin County, 
where Minneapolis is located, testing of the 45,000 cattle 
revealed only one reactor. Thus it had become exceed- 
ingly rare for a child or an adult to be infected by 
animals. 

In 1954, of the 11,976 children in these 24 schools, 
11,818 (98.7% ) were tested with tuberculin. Refusals 
were rare. Most of those not tested were absent from 
school on the days of testing because of prolonged va- 
cations and illness. Of those tested, 455 (3.9% ) reacted 
(fig. 1). Among the reactors, 25 (5.5% ) were from dis- 
placed persons’ families or from Mexico, Puerto Rico, 
or the Philippines, where a high percentage of children 
are infected. The communities in which these children 
now reside probably are not responsible for their infec- 
tions, but they now have the responsibility of keeping 
them under close surveillance. Figure 2 shows the per- 
centages of reactors by age groups (6 to 14 years) at 
each testing over the 28 year period. The table shows 
numbers tested and percentages of reactors by age 
groups in the 1954 testing. The high percentage at ages 
4 and 16 presumably is due to the small number tested. 

Among the 432 personnel members (administrators, 
teachers, clerks, cooks, janitors, and bus drivers) only 
7 failed to respond. They were all in one school. Of the 
425 tested, 199 (46.8% ) reacted. The personnel mem- 
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Fig. 2.—Percentage of tuberculin reactors, by age groups, at each 
testing over the 28 year period. 


bers belong to other generations who were not so well 
protected against tubercle bacilli as the present group 
of children. In fact, some of them passed through in- 
fancy and childhood when 70% or more of children were 
infected in this area, and a considerable number were 
children when we first tested in these schools in 1926 
and found 47.3% infected. The failure of seven per- 


TUBERCULIN TESTING—MYERS ET AL. 187 


sonnel members who refused to be tested and thus pre- 
vented only one school in 24 from attaining the certifica- 
tion goal is cause for comment. Although they were will- 
ing to have x-ray film inspection of their chests, it is well 
known that persons with clear films may have open 
sinus tracts on parts of the body covered by clothing 


Tuberculin Reactors by Age Groups, 1954 


Age Total Children % % 
pee Children Tested Reactors Reactors Tested 
4 4 $ 1 25.0 100.0 
5 768 Tot 9 1.2 98.2 
6 1,516 1,406 26 By 98.7 
7 1,532 1,506 16 3.1 .3 
8 1,257 1,241 {2 3.4 98.7 
9 1,324 1,315 it) 4.5 99.3 
10 1,424 1,405 17 3.3 98.7 
1,386 1,367 73 5.3 O86 
12 1,251 1,233 5.2 
13 1,179 1,168 Hl 5.2 99.1 
4 2652 23 99,2 
15 61 7 3 5.3 93.4 
16 9 9 1 eed 100.9 
17 1 1 0 0 100.0 
Total 11,976 11,818 155 3.0 98.7 


from which tubercle bacilli containing material exudes. 
There are records of personnel members of schools re- 
fusing examination who even resigned because of in- 
sistence on the part of the administration and who were 
then found to have contagious tuberculosis of which they 
had been aware for some time. It was such experiences 
that caused the American School Health Association to 
demand that 100% of personnel members be examined 
before issuing a certificate to any school. 


CASE-FINDING VALUES OF PROJECT 

It is well known that tuberculous lesions begin to de- 
velop within an hour after tubercle bacilli invade the 
body.” The term infection applies only to the invasion. 
The minute lesions may progress continuously but much 
more often intermittently to gross proportions. They 
may also liberate bacilli that result in new lesions (endog- 
enous reinfections). From the microscopic initial le- 
sions, therefore, either directly or indirectly lesions may 
evolve to cause illness and even death. Thus infection, 
lesions, illness, and death represent different phases in 
the evolutionary process of tuberculosis. Therefore, the 
individual with microscopic lesions has tuberculosis as 
certainly as the one dying from the disease. The latter at 
one time was in the same stage as the former. Moreover, 
he then had a case of tuberculosis as truly as when he was 
dying from the disease. Obviously all persons with mi- 
croscopic lesions have cases and should be so recognized 
in case-finding programs, whether on a mass basis or in 
the physician’s office. 

Within a few weeks after tubercle bacilli invade the 
individual’s body, the tissues, including the skin, are 
so sensitized to tuberculoprotein as to react characteris- 
tically to tuberculin. This seaction is specific and indi- 
cates the presence of lesions even while they are micro- 
scopic. It is the minuteness, consistency, and location of 
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most lesions of primary tuberculosis complexes that pre- 
clude their visualization during life. It was these factors 
that led to the erroneous concept that infection exists 
without lesions. The pathological studies of Ghon in 
the second decade of this century showed that at least 
primary tuberculous lesions were present in all bodies 
examined of persons who during life had no detectable 
evidence of tuberculosis except the tuberculin reaction. 
This has been confirmed by veterinarians who in this 
country have made postmortem examinations on ap- 
proximately 4 million tuberculin-reacting cattle. The 
455 children who reacted to tuberculin in this study 
must be classified as having tuberculosis in the sense 
that they possess lesions that at any time in the remainder 
of their lives may evolve to gross and symptom-produc- 
ing proportions. The superiority of the tuberculin test 
over all other diagnostic procedures is demonstrated. Of 
the 455 reactors who had x-ray film inspection of their 
chests, only 21 (4.8% ) showed any abnormality. The 
findings in these 21 consisted mainly of calcific deposits 
with undetermined etiology. Biopsy would be necessary 
for accurate diagnosis. 

The importance of periodic examinations of tubercu- 
lin reactors who have no other evidence of tuberculosis 
is obvious. Sweany '’ has shown that nature often reab- 
sorbs the osseous and calcified walls encasing tubercle 
bacilli in primary lesions and thus liberates tubercle 
bacilli. From everywhere comes the lament that such a 
high percentage of cases of clinical tuberculosis are in an 
advanced stage when recognized. Moreover, mortal- 
ity among these persons is high, Alling and co-workers |! 
reviewed all cases of advanced tuberculosis reported in 
eight upstate New York counties from 1938 through 
1948. In the 224 considered, one-fourth of the persons 
died in the first six months after diagnosis and almost 
two-fifths during the first year. The solution of this 
problem has been thoroughly demonstrated over the past 
quarter century.’ All advanced cases could have been 
found when the tuberculin reaction was the only demon- 
strable evidence of tuberculosis. From that time on 
periodic examinations at least annually will permit 
diagnosis of 95% of evolving chronic pulmonary lesions 
while they are minimal, before they produce symptoms 
and usually before they are contagious. Obviously the 
best time to start routine tuberculin testing is in child- 
hood. Those who do not react should be tested periodi- 
cally throughout childhood and adult life. Those who 
become redctors should be examined periodically 
throughout life, since tuberculosis is a lifetime disease. 
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SOURCE CASES 

Inasmuch as tuberculosis is a contagious disease and 
infections are acquired after birth, the tuberculin reactor 
has had contact, usually direct, with at least one person 
who had contagious tuberculosis. Therefore, the tuber- 
culin reaction is an excellent epidemiological agent. 
When an adequate search is made among the adult 
associates of the child who reacts, the contagious case is 
found with such frequency as to justify all efforts and 
expense. For example, Wood and Mantz '* tested with 
tuberculin kindergarten and first grade children in 
Kansas City. On examining the adult associates of the 
reactors, they found 10 times more clinical cases of 
tuberculosis than had ever been discovered in that area 
by mass x-ray survey. The St. Louis Academy of Gen- 
eral Practice reported tuberculin testing of 15,755 
school children and finding among the reactors and their 
adult associates 13 times more active cases of tubercu- 
losis than the national average with mobile x-ray units. '! 

Where good epidemiological work is practiced, there 
must come a time when attempts to trace to the source 
of infection among tuberculin reactors, particularly of 
older school children, will reveal that most of the re- 
sponsible cases have already been found and properly 
managed. For example, in one entire county where 80% 
of the persons of all ages beyond 6 years responded to a 
tuberculin-testing survey, ro case of clinical tuberculosis 
was found among the reactors.'° In that county, prac- 
ticing physicians, the medical director of the sanatorium, 
and their allies have combed the population for clinical 
tuberculosis for more than a quarter of a century. As 
lesions evolved, they were usually found before they had 
disseminated tubercle bacilli to many of their associates. 
However, the children whom they infected still react to 
tuberculin. In this particular county, 22% of the total 
population is harboring tubercle bacilli as manifested by 
the tuberculin reaction. The percentage is exceedingly 
small among the children and young adults, but as high 
as 40 to 60% among persons in the later decades of 
lite. If the reactors of all ages in this county are exam- 
ined periodically, those in whom clinical lesions are 
destined to evolve will be detected largely before their 
cases have become contagious. Thus, few new infec- 
tions will occur. If the clinical lesions that evolve 
among the tuberculin reactors are found sufficiently 
early, present methods of treatment are capable of pre- 
venting them from becoming contagious and thus the 
tubercle bacilli can be kept corralled for the remainder 
of those individuals’ lives. The present situation in this 
county may be contrasted with another in which county- 
wide tuberculin testing was offered to all age groups in 
1941. Among the 2,031 reactors examined, 16 already 
had clinical tuberculosis.'" 

Following our 1926 and 1936 testing in parochial 
schools, no effort was made to find sources of the chil- 
dren's infections, although intensive work of this kind 
was being done in some of our other studies. Families 
of the reactors were contacted with reference to known 
sources of exposure, and some effort was made among 
the contacts of those who did not know when or where 
infections occurred. However, soon after the 1954 test- 
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ing an investigation revealed that there were 1,744 con- 
tacts in the homes of the 455 children who reacted. 
Plans are under way to examine all of these associates, 
but to date this has been accomplished in only 1,018 
(58.4% ). An additional 321 (18.4% ) of the contacts 
were children found to be nonreactors to tuberculin. Ex- 
amination of the remainder will require considerable 
time. Of the 1,018 already examined, 945 had no ab- 
normal findings, 9 had suspicious lesions, and 20 had 
other (thought to be nontuberculous) findings. Fifty-one 
had been given a diagnosis of tuberculosis, and 13 
were earlier suspected of having tuberculosis. Only one 
new definitely diagnosed case was found, which speaks 
well for the long-continued search for clinical cases of 
tuberculosis in these communities. This is in sharp con- 
trast with our earlier work in other groups when numer- 
ous unsuspected cases of contagious tuberculosis were 
found among adult associates of tuberculin-reacting chil- 
dren.'* Among the 199 personnel members who reacted 
to tuberculin, 192 have already been examined, of whom 
167 presented no chest abnormality. Of the remaining 
25, only 3 had parenchymal lesions, each of whom was 
previously diagnosed and adequately observed or treated. 
Others had such conditions as rib anomalies and calcified 
lymph nodes. Two had changes in cardiac outline. This is 
most satisfying, as it indicates that care has been exer- 
cised to keep contagious personnel members from work- 
ing in schools. 

The prediction of Krause in 1926 that tuberculin test- 
ing in schools about every 10 years would yield much 
valuable information has proved true in this study. On 
another occasion he said that the value of the test will 
increase as the incidence of tuberculosis decreases. His 
vision has been so realized that the tuberculin test has 
become the master key to the tuberculosis problem. It 
detects the presence of tuberculosis earlier than any other 
phase of an examination. It is the only accurate yard- 
stick for promptly measuring the effectiveness of a tuber- 
culosis control program. It is our only good method of 
determining the present and future tuberculosis control 
program. It can be used to advantage in determining re- 
sponsibility in cases that come to litigation. It is our best 
epidemiological agent. It now promises to tell the physi- 
cian the only time to start treatment if complete cure is 
to be accomplished. The conventional therapeutic pro- 
cedures of the past have had no effect on the immediate 
course of primary tuberculosis either in children or 
adults nor have they prevented such individuals from 
subsequently developing clinical lesions. Antimicrobial 
drugs may completely change this situation. It has re- 
cently been recommended by Waring ‘* and others that 
these drugs be administered as soon as possible after the 
individual converts to a tuberculin reactor. At that time 
the lesions are small and vascular and may remain so 
for some months. This is the only time when antimicro- 
bial drugs might be expected to destroy all tubercle 
bacilli. If the time passes when the blood supply to 
tuberculous lesions is eliminated there is little likelihood 
that any drug can reach all bacilli in necrotic lesions. If 
our present or subsequent antimicrobial drugs prove 
effective in the numerous investigations now being con- 
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ducted, it will be the first time in history that physicians 
have been able to cure tuberculosis. The tuberculin test 
is the only known procedure by which the disease can be 
detected at this early stage. Thus, the medical profes- 
sion will have no alternative but to administer this test 
periodically to all nonreactors. 

The tuberculin test may also serve to determine when 
adequate treatment has been administered. There is 
reason to believe that when all tubercle bacilli are de- 
stroyed so there is no longer tuberculoprotein maintain- 
ing sensitivity of tissues, the individual will cease to re- 
act to tuberculin. Only prolonged careful studies, both 
experimental and clinical, will provide the necessary in- 
formation. A widespread movement is under way for 
tuberculin testing school children everywhere. This af- 
fords the medical profession its finest opportunity of all 
time to scientifically and effectively attack this disease 
with the hope of ultimately tracking down and destroy- 
ing the last tubercle bacillus. 


SUMMARY AND CONCLUSIONS 

Tuberculin testing of grade school children about 
once in 10 years since 1926 served as an accurate meas- 
ure of effectiveness of the general tuberculosis control 
program and provided much other valuable information 
about this disease. Response on the part of the children 
improved from decade to decade and reached 98.7% in 
1954. This excellent response was in part due to schools 
attempting to qualify for certification by the American 
School Health Association. Of the 24 schools participat- 
ing, 23 were certified. In 1926, of the children tested, 
47.3% reacted to tuberculin; in 1936, 18.9; in 1944, 
7.7; and in 1954, 3.9. During each of these intervals 
the general tuberculosis control program in the area was 
intensified. To prevent dissemination of tubercle bacilli, 
case-finding techniques were improved. Sanatorium fa- 
cilities became adequate, and tuberculosis was practi- 
cally eradicated from the cattle herds. In 1954, of the 
432 personnel members of these schools 425 (98.4% ) 
responded, of whom 199 (46.8%) reacted to tuber- 
culin. Since the tuberculin reaction indicates the pres 
ence of at least microscopic lesions, 455 children and 
199 personnel members were found with such lesions. 
In the strict sense of the word they had cases of tubercu- 
losis. 

Tuberculous infection, lesion, illness, and death are 
one and the same in different stages of the evolution of 
tuberculosis. The ill and the dying once had only micro- 
scopic lesions. All could have been found by the tuber- 
culin test while the lesions were microscopic. Periodic 
examination of persons who have no evidence of tuber- 
culosis except the tuberculin reaction is the solution of 
the problem of the high percentage of cases of advanced 
disease found on first examination. In most cases 
chronic pulmonary tuberculosis evolves slowly and can 
be diagnosed while still in the minimal stage before it 
has caused symptoms and usually before it is contagious. 
The best place to start is in childhood. All are born free 
from tubercle bacilli. Periodic testing with tuberculin 
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will detect infections soon after they occur with un- 
canny accuracy. Periodic examination of those who be- 
come reactors will detect the clinical lesions that evolve 
when they are most treatable. 

Tuberculin testing of children and seeking the sources 
of infections of the reactors are excellent epidemiological 
procedures. Demonstrations are on record in which 
many times more clinical cases have been found by this 
method than by mass x-ray surveys. The value of this 
procedure decreases where communities are periodically 
combed and clinical cases are removed or adequately 
treated. This has been demonstrated in the areas where 
this particular study has been conducted. In the 1920's 
and early 1930's tracing to the source of an infected 
child was a frequent occurrence. By 1954 unknown or 
unsuspected contagious cases had become relatively rare. 
Apparently most of the sources of infected children had 
previously been managed. However, the infections in 
the children remain and must be dealt with accordingly. 
In this area the tuberculin test has become the master 
key to the tuberculosis problem. It detects tuberculosis 
earlier in the human body than any other procedure. It 
accurately measures the effectiveness of a tuberculosis 
program. It determines the magnitude of the tubercu- 
losis problem in a given area. It is an excellent epi- 
demiological agent. It promises to tell the physician 
when to start treatment that may destroy all tubercle 
bacilli, and it may be our only index for discontinuance 
of treatment. 


1316 Mayo Memorial Bldg. (14) (Dr. Myers). 


Cortisone, ACTH and Infection.—Several representative species 
of virus are among the infectious agents whose capacity to infect 
is greatly enhanced by cortisone; there is reason to believe that 
the human organism is host to a great variety of viruses whose 
identities have not yet been determined and whose long-range 
injurious effects have not been gauged. It has been shown that 
malignant human neoplasms, which cannot be transplanted into 
normal animals, become able to grow without restraint in corti- 
sone-treated animals. Neoplasms which are ordinarily not trans- 
missible in certain species become easily transmissible with the 
aid of cortisone, and the induction of widespread metastasis 
with tumors which normally remain localized has been ob- 
served. It has even been reported that the growth of tumors 
induced by carcinogens is augmented by cortisone. It has been 
shown, furthermore . . . that certain bacterial toxins produce, 
in cortisone-treated animals, necrotizing lesions of the blood 
vessels and kidneys which do not occur in normal animals. 
Experimental streptococcal infections which have remained 
dormant and hidden for long periods of time have been re- 
activated to produce lethal septicemia, and similar results have 
been observed with other types of infection. Mental disturb- 
ances, which closely simulate the most malignant forms of men- 
tal disease, have occurred as a complication of therapy, and 
these are especially alarming when they happen, as they have, 
in young children. It is difficult to be sanguine about drugs with 
such side-effects as these, and it is not enough to say that some 
of the reactions are transitory or reversible, or that they do not 
occur very often... . The clinical use of these hormones should 
not be extended beyond the areas in which it can be predicted 
that they may save or prolong life, or relieve intractable suffer- 
ing. This is especially to be emphasized, I believe, for the in- 
fectious diseases, in which something of a ~ogue for the use of 
cortisone and ACTH as “adjuncts” of therapy is discernible on 
the horizon.—L. Thomas, M.D., Cortisone, ACTH and Infec- 
tion, Bulletin of the New York Academy of Medicine, July, 
1955 
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CLINICAL NOTES 


POLYCYTHEMIA WITH FIBROIDS 
Herbert W. Engel, M.D. 


and 


Karl Singer, M.D., Chicago 


In 1953, Thomson and Marson' described a case 
with fibromyomas of the uterus associated with poly- 
cythemia in which, after hysterectomy and bilateral sal- 
pingo-oophorectomy, the polycythemia rapidly disap- 
peared. Initially, this patient had a red blood cell count 
of 7,600,000 per cubic millimeter, a hemoglobin level of 
140 gm. per 100 cc., and a total blood volume of 7,286 
cc. (Evans blue technique). After surgery, a normal 
hemoglobin level and red blood cell count became es- 
tablished and were maintained for the next 22 months. 
A similar observation is reported here to draw attention 
to this peculiar syndrome. 


REPORT OF CASE 


A 39-year-old married Negro housewife was first seen in the 
outpatient clinic on Feb. 20, 1953 with the chief complaint of 
severe headaches of many years’ duration and blurring of vision. 
At that time, it was discovered that the patient’s uterus was 
irregularly enlarged to the size of a 10 week pregnancy. Her 
hemoglobin level was 21.4 gm. per 100 cc., with a red blood 
cell count of 6,800,000 per cubic millimeter and hematocrit 
(Wintrobe) of 61%. The white blood cell and platelet counts 
were within normal limits. On Dec. 4, 1953, the patient was 
admitted to Michael Reese Hospital with complaints of increas- 
ing pelvic pressure. Her history included hemorrhoidectomy in 
1936 and ectopic pregnancy in 1942. Her menstrual history 
revealed no abnormalities. Profuse sweating and bluish palms 
and soles had been noted for many years and more recently 
also paresthesias of the fingers. No itching after bathing had 
been observed. 

On physical examination, the retinal vessels were normal. 
Lips and oral mucous membranes appeared cyanotic. No 
lymphadenopathy was present. The cardiovascular system was 
without abnormality. The tip of the spleen was palpated 2 cm. 
below the costal margin. The liver was not enlarged. A mass 
was felt in the lower abdomen arising out of the pelvis and 
extending toward the umbilicus. On vaginal examination, this 
mass was identified as the uterus, was movable, and deviated 
to the right. It contained multiple, subserous nodules. The 
adnexa appeared to be normal. 


Laboratory Data.—Results of the routine hematological data 
are found in the table. The hemoglobin level was 19.8 gm. per 
100 cc., the red blood cell count was 6 million per cubic milli- 
meter, hematocrit 59%, color index 1.0, mean corpuscular 
volume 98 cubic microns, sedimentation rate 0, platelets 700,000 
per cubic millimeter (normal 300,000 to 700,000), white blood 
cell count 6,700 per cubic millimeter, sickling test negative. 
Reticulocytes were 1.1%, prothrombin time (one-stage) 12 sec- 
onds, clotting time (Lee-White) 9 minutes. Blood volume 
(Evans blue technique with correction factor 0.86 *) was 5,000 
cc. (96 cc. per kilogram), plasma volume 2,300 cc. (44 cc. per 
kilogram), and red blood cell mass 2,700 cc. (52 cc. per kilo- 
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gram). Examination of the sternal marrow revealed only a mild 
erythrocytic hyperplasia. Urinalysis was normal. All blood 
chemistry determinations, including fasting blood sugar level, 
serum urea nitrogen, uric acid, and liver function tests, were 
within normal limits. Electrocardiographic, gastrointestinal, and 
chest x-ray studies were negative. Laparotomy was performed 
on Dec. 9, 1953, by Dr. M. K. Levin. Multiple, large, uterine 
fibroids were found, and a total hysterectomy and bilateral 
salpingo-oophorectomy were performed. Bleeding at surgery was 
minimal, and hemostasis was effective. The patient’s postopera- 
tive course was uneventful. Following discharge from the hos- 
pital on Dec. 29, the patient’s hemoglobin level varied between 
12.1 and 13.4 gm. per 100 cc. with hematocrit varying between 
40 and 42%. A blood volume determination a month after sur- 
gery revealed a total blood volume of 3,427 cc. (66 cc. per 
kilogram), plasma volume of 2,125 cc. (41 cc. per kilogram), 
and a red blood cell mass of 1,298 cc. (25 cc. per kilogram). 
Six months postoperatively, the patient's hemoglobin level was 
12.9 gm. per 100 cc., red blood cell count 4,300,000 per cubic 
millimeter, hematocrit 39%, white blood cell count 7,700 per 
cubic millimeter with a normal differential count, and platelets 
361,000 per cubic millimeter. A blood volume study performed 
at this time showed a total blood volume of 3,340 cc. (75 cc. 
per kilogram), plasma volume of 2,575 cc. (50 cc. per kilogram), 
and red blood cell mass of 1,365 cc. (25 cc. per kilogram). 
When the patient was last seen (i. e., six months postoperatively), 
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FEASIBILITY OF SKIN TESTING FOR 
PENICILLIN SENSITIVITY 


A STUDY OF ONE THOUSAND CASES 


Lieut. Col. Arthur J. Berger 
and 


Capt. Bruno Eisen, (MC), U.S. Army 


Many authors have stated that skin tests would de- 
termine whether penicillin can cause either anaphylactic 
or delayed reactions. Before the introduction of anti- 
biotics, including the sulfonamides, many individuals did 
show sensitivity to different drugs, such as quinine, coal 
tars, aspirin, and iodides. According to Landsteiner, 
these drugs were considered haptens and caused a re- 
action by combination with the plasma proteins. During 
these times many different methods of testing were tried 
to determine these sensitivities and were found useless 
except for the method of trial and error. Since the ad- 
vent of antibiotics and the increase in sensitivity reac- 


Routine Hematological Data in Patient with Polycythemia 


Blood Volume 
Ce./Kg. 


Hemo Mean White 
globin Cell Cor- Blood Reticulo- Red 
Level, ount, puscular Cell cytes, Blood 
3m,/ Million’ Hema- Volume, Color Count/ q Platelets/ Plasma Cell 
Date 10 Ce, Cu.Mm, tocrit Cu. Index Cu.Mm. Cu. Min. Cu. Min. Volume Mass Total 
21.4 6.8 61 1.0 7,000 . 800,000 
19,8 6.0 59 1.0 6,700 11 700 44 52 
15.8 5.0 is 96 1.0 6,400 0.2 450,000 
chs 13.1 4.2 40 9 1.0 10,400 41 25 
12.9 4.3 39 91 0.95 7,700 0.9 361,000 50 25 75 
she felt well and was completely asymptomatic. Her headaches 


and the profuse sweating had disappeared, and the polycythemia 
had not recurred. 
SUMMARY 
This case is the second instance of the simultaneous 
occurrence of polycythemia and uterine fibroids. The 
hematological abnormalities (high hemoglobin level and 
red blood cell count and increased red blood cell mass ) 
were completely alleviated by total hysterectomy and 
bilateral salpingo-oophorectomy. No explanation can be 
offered for these phenomena that are, however, deemed 
of sufficient interest to alert the profession into con- 
sidering such an interrelationship. 


29th Street and Ellis Avenue (16) (Dr. Singer). 


Arterenol and Migraine.—Arterenol, an agent with almost pure 
vasoconstrictor and minimal metabolic effects, has been shown 
to terminate migraine headache promptly, and to reverse evi- 
dence of increased tissue vulnerability more rapidly than occurs 
spontaneously. Observations herein noted suggest that the con- 
stricting effect on relatively larger vessels and on arterioles and 
metarterioles terminates headache and raises deep-pain thresh- 
olds. The latter process is presumably effected by drawing a 
pain-threshold-lowering substance out of tissue and back into 
the blood.—A. M. Ostfeld, M.D., and H. G. Wolff, M.D., 
Arterenol (Norepinephrine) and Vascular Headache of the Mi- 
graine Type, A. M. A. Archives of Neurology and Psychiatry, 
August, 1955, 


tions, this has become a more serious problem. Luckily, 
most of these reactions were of the delayed type that, al- 
though annoying and troublesome, had almost no mor- 
tality. Recently, however, up to 40 cases of true anaphy- 
lactic shock from the use of penicillin have been reported 
by different authors, with a high mortality rate. 

Until recently, we expected true anaphylactic shock in 
animals. In the guinea pig the reaction occurs in the 
bronchial musculature, producing a tetanic contraction 
that finally causes death by asphyxia. The shock organ in 
the rabbit is the musculature of the pulmonary artery, 
and death occurs by complete mechanical interruption 
of the blood circulation in the arterioles of the lungs. In 
the dog, the liver is the important shock organ, and death 
occurs by the collection of blood in the liver, causing 
hepatic obstruction of circulation. The single prominent 
feature in all species of animals is the effect on non- 
striated muscle. In man, however, the shock organ may 
vary, not only in different individuals but even in the 
same individual in response to a single antigen, e. g., the 
nose, bronchial mucosa, and skin. Symptoms are more 
often due to edema and rarely, if ever, to contracture of 
smooth muscle. 


From the Department of Medicine, Brooke Army Hospital, Fort Sam 
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In the recent series of deaths and severe anaphylactic 
shock within minutes of the injection, the patient would 
become clammy, pulseless, with a marked lowering of 
blood pressure, and unconscious. Unless stringent meas- 
ures were instituted, death would ensue. This is in 
marked contrast to the delayed type reaction, which oc- 
curs up to three or four weeks following the injection and 
consists of many different types. The commonest type is 
massive generalized urticaria, which at times becomes 
exfoliative and bullous and even purpuric. Other symp- 
toms are extreme itching, with massive edema usually of 
the extremities, angioneurotic edema of the face, nausea, 
malaise, anorexia, laryngeal edema, and possibly spasm. 
This type of reaction responds well to therapy. 

This study was started to show whether testing by any 
method could determine and prevent these occurrences. 
The study was carried out in a large Army general hos- 
pital. Because the predominant type of penicillin used 
was procaine penicillin, tests were performed with this 
agent. The study was carried out by the allergy and im- 
munology section and three groups of patients were used 
from both the inpatients and the outpatients of the 
hospital. 

TYPES OF PATIENTS 

Allergic Individuals.—The group of allergic persons 
included patients in the average run of all cases referred 
to the allergy section, so that it can be surmised that 
most of these patients had an allergic diatheses. Also 
included were all patients undergoing desensitization 
therapy at the clinic. 


Nonallergic Individuals —The second group included 
patients from different wards whether they were receiv- 
ing penicillin or not. Patients were included from general 
surgery, orthopedics, general medicine, gynecology and 
obstetrics, as well as other services, so that the majority 
could be considered not allergic. 

Penicillin-Sensitive Individuals —The group of peni- 
cillin-sensitive persons included some patients in an ac- 
tual exacerbation of a delayed penicillin reaction. The 
group included patients with both remote and recent re- 
actions. 

METHOD AND MATERIALS 


Scratch Test—Scratch and control tests, with the use 
of procaine penicillin in dilution, were done and ob- 
served in 20 minutes. With appearance of any redness or 
a wheal, the test result was considered positive and fur- 
ther intradermal testing was not done. 


Intradermal Test.—In the second type of test 0.02 cc. 
of the dilution was injected intradermally, and the result 
was read in 20 minutes and again in 48 hours. This also 
was controlled and read as negative or equivocal, 1+, 
2+,3+,o0r4+. 

Patch Test.—In the patch test a small amount was 
placed on the dry clean skin and covered with a patch 
and the reaction was read in 48 hours. This type of test 
was also controlled and read in the same manner as in 
the intradermal testing. Passive transfer tests were not 
done because it would not be feasible in the infinite num- 
ber of penicillin injections given throughout the country 
to perform this test. 

Dilution Used and Results —The testing was first 
started with procaine penicillin in dilution of 5,000 units 
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per cubic centimeter. Because of the minute number of 
reactions, dilutions were increased to 17,500 units per 
cubic centimeter and later to 37,500 units per cubic 
centimeter. The majority of the patients were tested 
with the stronger dilution in scratch, intradermal, 
and patch testings. In 1,000 patients given penicillin, 
there were 24 positive reactions and 976 completely 
negative reactions. In the 24 positive reactions there was 
absolutely no relationship to the three groups tested. In 
fact, most of them occurred in the second group of pa- 
tients without an allergic diathesis. Of the 24 positive re- 
actions, 5 were suggestive, 15 were 1+-, 3 were 2-+, and 
one included anaphylactic shock. The following cases 
demonstrate some unusual results. 


REPORT OF CASES 


Case 1.—A 24-year-old Air Force nurse being treated in the 
hospital for pulmonary tuberculosis had a history of a peni- 
cillin reaction several years before. Results of patch and scratch 
tests were negative; however, on the intradermal test with 1,000 
units per cubic centimeter of procaine penicillin, the patient 
went into complete anaphylactic shock within two minutes. She 
became cyanosed, pulseless, clammy, and nauseated and had a 
complete vascular collapse. Levarterenol (Levophed) in 1,000 
cc. Of saline solution intravenously helped bring the patient 
out of collapse in one and one-half hours. There was no 
erythematous eruption of any kind. To make sure we were not 
dealing with hysteria in this case, three days later we asked 
the patient if we could do another test with a weaker dilution 
of penicillin to determine her threshold of tolerance. She agreed 
to another test but instead was given an intradermal injection 
of distilled water; no reaction whatever occurred. She was also 
tested for procaine sensitivity with negative results. 

Case 2.—A 73-year-old retired officer who came for evalua- 
tion from the dental clinic before extraction of a tooth with 
associated abscess was given penicillin, 600,000 units, and 15 
minutes later suddenly fainted and was found lying on the 
floor. He was noted to be rather pale and perspiring profusely. 
The peripheral pulse was almost impossible to ascertain be- 
cause of rapid rate and distant heart sounds, The blood pres- 
sure was unobtainable. The patient was given 0.2 cc. of 1:2,600 
epinephrine intramuscularly and 5% dextrose in saline solu- 
tion. When he became rational, he complained of generalized 
itching. An erythematous flush was noted over the upper anterior 
trunk. On further questioning, as soon as it was feasible, it 
was found that the patient had had sensilivity reaction to peni- 
cillin in the past. When tested by us at a later date, completely 
negative results were obtained for scratch, patch, and intra- 
dermai tests. 

Case 3.—A young physician was given penicillin in the emer- 
gency room because of an oral infection. He had a mild ana- 
phylactic shock and experienced dizziness, nausea, and feelings 
of faintness within two minutes of the injection. Epinephrine 
was given and this reaction was cleared. Results of testing by 
all three methods were completely negative. 

Cas—E 4.—A 62-year-old man was being treated at the hos- 
pital for bronchopneumonia. He received procaine penicillin, 
300,000 units three times daily, for four days. Two weeks later 
he developed massive generalized urticaria, edema of ankle 
joints and wrists, severe itching, and nausea. Patient responded 
to the usual therapy, including administration of corticotropin 
(ACTH) intravenously. Five weeks later completely negative 
results of scratch, patch, and intradermal tests were obtained. 

Case 5.—A 33-year-old male received four daily injections 
of procaine penicillin, 300,000 units each, prophylactically for 
a minor surgical procedure. On the day of the last injection, 
he developed generalized urticaria with severe itching. This was 
cleared quickly by use of antihistaminics and by stopping ad- 
ministration of antibiotics. One week later, results of scratch, 
patch, and intradermal tests were completely negative. 

Case 6.—A 30-year-old female came to the dental clinic for 
extraction of an infected tooth root. One year previously, she 
had had a delayed type of reaction to penicillin. She had rheu- 
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matic heart disease. She was given 500,000 units of penicillin 
G by mouth three times daily for two days and developed gen- 
eralized pruritus, nausea, malaise, and some dysphagia but no 
actual skin rash. All symptoms cleared after administration of 
antibiotics was stopped. Ten days later results of scratch, patch, 
and intradermal tests were completely negative. 

Cast 7.—An Air Force nurse, 24 years of age, being treated 
for pulmonary tuberculosis, had received numerous courses of 
penicillin therapy previously without complications. She was 
then receiving streptomycin and isoniazid (Ditubin) daily. The 
patient showed a reaction to penicillin in 48 hours by intra- 
dermal testing. Results of scratch and patch tests were negative. 


COMMENT 


In the 1,000 cases studied, we feel we have proved 
that testing is not a reliable way to determine penicillin 
sensitivity. The fact that many authors give this impres- 
sion tends to give the practitioner an erroneous con- 
fidence in these tests. We are of the opinion that other 
means must be taken to try to protect the patient. With 
almost all the population today having been exposed to 
penicillin in some form or other, we can surmise that 
anyone is subject to reaction, either immediate or de- 
layed. The indiscriminate use of antibiotic troches, eye 
drops, ear drops, inhalants, or unguents or the giving of 
antibiotics for minor complaints tend to sensitize the pa- 
tient and produce a fertile field for a reaction. In using 
a combination of penicillin and procaine, we feel we are 
doubling our chances of reactions, as it is well known 
that the “caine” products can also produce reactions. 
It has been noted that all the anaphylactic reactions have 
occurred in adults. There was one report in the literature 
of a death in a child from anaphylactic shock but the 
discussion was very indefinite. Even delayed reactions in 
children are very rare. Allergists know that children can 
take much larger doses than adults of pollen in desensi- 
tization without getting reactions either locally or con- 
stitutionally. 

It has been suggested that patients showing delayed 
reactions be densensitized to penicillin. Sterling | did 
this in small doses in four cases. If this were done, it 
would take months to build up a high enough tolerance 
to take an average dose and even then, our use of the 
desensitizing doses could cause a reaction. We do not 
believe this is feasible. The use of antihistamines with 
the penicillin may tend to diminish or abort the delayed 
manifestations, but we do not feel it would be of any 
use in preventing the anaphylactic reaction. Wofford * 
believes that an anaphylactic reaction can be caused by 
penicillin inadvertently being given intravenously. In 
studying the case reports, no support for this view was 
noted. Reactions can occur by absorption from the retic- 
ular tissue or even from the unbroken skin. 


SUMMARY AND CONCLUSIONS 


This study demonstrates that skin tests cannot be de- 
pended on to determine penicillin sensitivity. To safe- 
guard patients, the following points are of value. Anti- 
biotics should be used only when indicated. If there is 
a history of previous exacerbation to penicillin, some 
other antibiotic should be used, if applicable. A prepara- 
tion for oral use should be used whenever feasible. Care 
should always be taken if patient has an allergic diathesis. 
When penicillin is given intramuscularly, it should be 
given on the lateral aspect of the arm, low enough so 
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that a tourniquet can be applied if necessary, but not so 
low as to risk radial nerve injury. Patients should always 
be watched for at least 20 minutes following an injection. 
If an immediate reaction occurs, a tourniquet should be 
applied between the site of injection and the heart. 
Small doses of epinephrine (1:1,000), 0.03 cc. to 0.05 
cce., should be given at the site of injection. The patient 
must have an open air way and sufficient oxygen. Arte- 
renol (Nor-Adrenaline), a pressor substance, 4 mg. 
in 1,000 cc. of saline solution, should be given intra- 
venously very slowly; this is of distinct value. Dihydro- 
cortisone given intravenously may be lifesaving. 

1. Sterling, A.: Anaphylactic Shock Following Penicillin Therapy in 
Bronchial Asthma, J. Allergy 24: 542 (Nov.) 1953, 


2. Wofford, C. P.: Anaphylaxis to Penicillin: Report of an Unusual 
Case, Ann. Allergy 11:470 (July-Aug.) 1953, 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


Monographs and supplemental statements on drugs 
that appear in this column have been authorized by the 
Council for publication and inclusion in New and Non- 
official Remedies. They are based upon the evaluation 
of available scientific data and reports of investigations. 


R. T. StoRMoNT, M.D., Secretary. 


Hyphylline. C,H, 1N,O;.—M.W. 254.25.—7-(2,3- 
Dihydroxypropyl)theophylline.—The structural formula 
of hyphylline may be represented as follows: 


N 
N 
CH, 

Actions and Uses.—-Hyphylline, a neutral derivative 
of theophylline, is stable in gastric juice. Although hy- 
phylline can be administered orally in more effective 
doses than most theophylline compounds (such as 
aminophylline ), it has not been shown to be superior in 
this respect to theophylline-sodium glycinate. It ex- 
hibits the characteristic peripheral vasodilator and bron- 
chodilator actions of other theophylline compounds, and, 
in contrast to those that are poorly tolerated by the 
stomach, it can be expected to be effective orally in the 
treatment of bronchial asthma, paroxysmal cardiac 
dyspnea, and Cheyne-Stokes respiration. Hyphylline also 
produces the typical diuretic and myocardial stimulant 
effects of theophylline compounds, which are useful in 
the management of edema secondary to congestive heart 
failure. Its use in coronary disease or angina pectoris is 
not recommended until it can be demonstrated that in- 
creased coronary blood flow precedes rather than fol- 
lows myocardial stimulation. 

The toxicity of hyphylline in mice is considerably less 
than that of aminophylline; this difference has not been 
demonstrated in man, except that it tends to produce less 
nausea, clinically, when given orally, because it pro- 
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duces less gastric irritation than other theophylline com- 
pounds. Large doses of hyphylline, like those of other 
xanthines, may be associated with unpleasant symptoms 
of central nervous system stimulation. 

Dosage.—Hyphyllir 2 is administered orally; for 
adults, an average dusage is 0.2 gm. three times daily. 
Smaller oral doses may be adequate to produce a diuretic 
effect and stimulation of cardiac muscle in congestive 
heart failure. Larger doses may be required for the con- 
trol of bronchial asthma, paroxysmal cardiac dyspnea, 
and Cheyne-Stokes respiration. The dosage should be 
individualized in accordance with the desired effect and 
the patient’s tolerance to the drug. When oral therapy 
fails, injection of more soluble theophylline compounds 
such as aminophylline may be indicated. 


Paul Maney Laboratories, Inc., cooperated by furnishing scientific data 
to aid in the evaluation of hyphyiline. 


Lututrin.—Lututrin is a uterine relaxing factor ob- 
tained from the corpus luteum of sow ovaries by a proc- 
ess of salting out followed by dialysis. It is a water- 
soluble protein or polypeptide. It is assayed biologically. 

Actions and Uses.—Lututrin produces a potent re- 
laxant effect on the guinea pig uterus. Its constitution is 
somewhat similar to relaxin (Hisaw), a term used to 
designate a luteal hormone that produces relaxation of 
the symphysis pubis in the guinea pig; however, lututrin, 
as assayed primarily for uterine relaxant effect, exhibits 
little uniformity in relaxin activity. The uterine relaxing 
factor is not destroyed in the stomach, since the active 
principle appears in the blood serum within 30 minutes 
after oral administration. 

Lututrin is useful in the treatment of functional 
dysmenorrhea. In a considerable proportion of patients 
it relieves to varying degrees the entire symptom com- 
plex of that disorder, but is not effective in those women 
with major psychosomatic difficulties or pelvic anatomic 
abnormalities. Its effectiveness is enhanced by early ad- 
ministration, ideally the day prior to the onset of men- 
struation, but certainly before menstrual cramping be- 
comes severe or nausea occurs. Evidence is inadequate 
to justify its earlier use for the relief of premenstrual 
tension or for the treatment of threatened or habitual 
abortion and other conditions involving hypercontractil- 
ity of the uterus. 

Lututrin produces no sedative action, but large doses 
have been followed by some drowsiness. No other side- 
effects have been observed with moderate doses. 

Dosage.—Lututrin is administered orally. Dosage is 
expressed in terms of units of activity on the guinea pig 
uterus. A unit is defined as “the minimal amount of sub- 
stance which, when injected intravenously into the es- 
trogenized virgin guinea pig, effects a 90% reduction in 
the height of spontaneous contractions for a period of at 
least 10 minutes.” 

For dysmenorrhea the usual effective dosage ranges 
from 2,000 to 4,000 units initially, preferably before on- 
set of severe symptoms, followed by 2,000 to 3,000 
units every 3 or 4 hours as required. Individual re- 
sponse varies, and doses as high as 10,000 units have 
been employed without untoward effects. 


Hynson, Westcott & Dunning, Inc., cooperated by furnishing scientific 
data to aid in the evaluation of lututrin. 
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Piperazine Citrate. — 3C,H,)N2.2C,H,sO;. — M.W. 
642.68.—The structural formula of piperazine citrate 
may be represented as follows: 


H2C-C—OH 


N | 
) 2 On 
N 


H-C-C-OH 
H 

Actions and Uses.—Piperazine citrate is useful as an 
anthelmintic for the treatment of infections caused by 
pinworms (Enterobius vermicularis, Oxyuris vermicu- 
laris) and roundworms (Ascaris lumbricoides). The 
drug is relatively nontoxic to humans and usually pro- 
duces no side-effects when administered in anthe!mintic 
doses. The ingestion of excessively large amounts may 
produce urticaria or vomiting, blurred vision, and gen- 
eral muscular weakness, which disappear when the drug 
is discontinued. Excessively prolonged or repeated treat- 
ment should be avoided. 

Dosage.—Piperazine citrate is administered orally. 
The dosage is expressed in terms of the hydrous base, 
piperazine hexahydrate. For children and adults the 
daily dose may be calculated on the basis of 50 mg. per 
kilogram (22.7 mg. per pound) of body weight, but 
this should be limited to not more than 2 gm. daily per 
patient. The calculated total daily dosage usually is di- 
vided into two equal doses administered morning and 
night. For pinworms, treatment is administered either 
as a single course for 14 days, or for 7 days followed by a 
rest period of one week, and a second course for 7 days. 
For ascariasis, a single course of 5 to 7 days usually is 
adequate. Appropriate precautions should be taken to 
prevent reinfection, especially in the treatment of pin- 
worms. 

The Blue Line Chemical Company and Burroughs Wellcome & 


Company, Inc., cooperated by furnishing scientific data to aid in the 
evaluation of piperazine citrate. 


Piperazine Tartrate. — C,H, — M.W. 
236.23.—The structural formula of piperazine tartrate 
may be represented as follows: 

On, 
HN NH  HO—C-CHOH-CHOH-C—OH 

Actions and Uses.—Piperazine tartrate is used for the 
Same purposes as other salts of the base. See the mono- 
graph on piperazine citrate. 

Dosage.—Piperazine tartrate is administered orally 
and, like other salts of the base, the dosage is expressed 
in terms of the base, piperazine hexahydrate. 


Lincoln Laboratories, Inc., cooperated by furnishing scientific data to 
aid in the evaluation of piperazine tartrate. 


Poliomyelitis Immune Globulin (Human).—Poliomy- 
elitis immune globulin (human is a sterile solution of 
globulins that contains those antibodies normally present 
in adult human blood. Each lot is derived from an orig- 
inal plasma or serum pool that represents at least 1,000 
individuals and is processed to contain 165 mg. (+ 15 
mg.) of globulin per cubic centimeter. It is standardized 
for its content of poliomyelitis antibodies in compliance 
with the requirements of the National Institutes of 
Health, of the United States Public Health Service, in- 
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cluding the release of each lot individually before its 
distribution. 


Actions and Uses.—Poliomyelitis immune globulin 
(human) is a passive immunologic agent that contains 
significant concentrations of antibodies useful for the 
attenuation or prevention of poliomyelitis, measles, and 
infectious (epidemic) hepatitis. Significant but tempo- 
rary protection against the development of paralytic 
poliomyelitis has been produced from the second through 
the fifth week following injection: but the likelihood of 
securing protection against paralytic poliomyelitis by 
the use of the globulin is much less than the likelihood ot 
securing protection against measles or infectious (epi- 
demic) hepatitis by the same means. The preparation is 
equivalent in usefulness to immune serum globulin (hu- 
man) for the prevention or modification of measles when 
injected within the first 6 days, but not beyond the 10th 
day, following initial exposure. It also prevents or 
attenuates infectious (epidemic) hepatitis when in- 
jected during the incubation period; it apparently con- 
fers passive immunity to that infection for 6 to 8 weeks. 

Poliomyelitis immune globulin (human) is regarded 
as being free from the virus of serum hepatitis. Sensitiza- 
tion to repeated injections is extremely rare. Injections 
occasionally may be followed by local tenderness and 
stiffness of muscles persisting for several hours. Care 
should be exercised to avoid accidental intravenous ad- 
ministration. 

Dosage.—-Poliomyelitis immune globulin (human) is 
administered only by intramuscular injection, prefer- 
ably in the buttock. Careful technique is essential to 
avoid accidental intravenous injection. 

For protection against paralytic poliomyelitis, the 
average dose to be injected is calculated on the basis of 
0.14 cc. per pound (0.31 cc. per kilogram) of body 
weight. This dose may be repeated in 6 weeks if con- 
tinued protection is desirable. 

For the modification of measles, the dose is calculated 
on the basis of 0.02 to 0.0246 cc. per pound (0.044 to 
0.055 cc. per kilogram) of body weight; for complete 
prevention, at least 0.10 cc. per pound (0.22 cc. per 
kilogram) should be employed. Either dose preferably 
should be given within 6 days after initial exposure. 

For prevention or attenuation of infectious (epi- 
demic) hepatitis, the suggested dose is 0.02 cc. per 
pound (0.044 cc. per kilogram) of body weight in chil- 
dren or adults; this dose should be repeated in 3 weeks 
if longer protection is desired. 

Cutter Laboratories and Sharp & Dohme, Division of Merck & Co., 


Inc., cooperated by furnishing scientific data to aid in the evaluation of 
poliomyelitis immune globulin (human). 


Vibesate.—A mixture containing 9.3% polvinate and 
3.1% malrosinol in a mixture of organic solvents and a 
propellant. 

Actions and Uses.—Vibesate is a modified polyvinyl 
plastic that forms a rapidly drying, transparent, pliable, 
and occlusive film when applied topically as a liquid 
spray containing a suitable volatile solvent and gaseous 
propellant. This film is useful as a surgical dressing, 
somewhat resembling that of flexible collodion. Vibesate 
film is semipermeable to water vapor, permitting the es- 
cape of moisture when applied io the skin. It retards the 
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escape of fluids and electrolytes from injured areas, but 
it does not prevent such loss from the tissues. The trans- 
parency of the plastic film permits detection of evidence 
of infection in superficial wounds, and it can be peeled 
off readily when drainage and local anti-infective therapy 
become necessary. 

Vibesate is useful as an occlusive surgical dressing for 
burns as well as for operative wounds and other surface 
lesions, particularly when the use of gauze or other 
fabricated dressings is undesirable or inconvenient. Like 
other local applications for burns, the film may relieve 
pain because of the exclusion of air. It is better adapted 
for dressing burns that are to be treated by the exposure 
method than for those treated by the older compression 
gauze technique. The plastic film also may replace gauze 
or other fabrics as a definitive surgical dressing for vari- 
ous closed operative incisions that do not require protec- 
tive padding or the prolonged use of drains. In the open 
reduction of fractures it permits the application of skin- 
tight plaster casts. The film also is suitable for cover- 
ing certain skin eruptions, including macerated excori- 
ations, decubitus and traumatic ulcers, and abrasions. 
The film usually remains intact for the period of normal 
healing unless the area involved is subject to consider- 
able motion or stress; removal and reapplication may be 
required to maintain occlusion or to permit proper care 
of contaminated wounds. There is, of course, especial 
danger if anerobic organisms proliferate. 

Vibesate is considered to be a relatively inert plastic 
and has not been reported to cause toxic, sensitivity, or 
allergic reactions or to interfere with healing. The vol- 
atile ethyl acetate-acetone solvent employed as a vehicle 
has not produced significant irritation, but transitory 
smarting or stinging occurs during application to sen- 
sitive surfaces. For this reason contact with the eyes or 
other delicate mucous membranes should be avoided. 
The gaseous propellant employed, a fluoro-chloro hydro- 
carbon, ordinarily does not come in close contact with 
the tissues; however, the volatile solvent and propellant 
are hazardous from the standpoint of accidental inhala- 
tion and flammability. Care should be taken during ap- 
plication to avoid inhalation of the vapors or their use 
near an open flame. The container should not be punc- 
tured close to an open flame or thrown into a fire. 

Dosage.—Vibesate is applied topically by spraying 
the area of the wound or lesion to be dressed. The at- 
fected area should first be cleansed thoroughly and al- 
lowed to dry. The spray usually should be applied back 
and forth, parallel to the injured surface at a distance 
of not less than 15 cm. (6 in.), preferably at about 30 cm. 
The spraying should include a suitable border of nor- 
mal skin to afford proper anchorage. The film is allowed 
to dry for at least 30 seconds after each application and 
the spray repeated two or three times as may be required 
to obtain a tough, flexible film with a final thickness of 
0.05 to 0.08 mm. To insure ease of removal the film 
thickness should not be less than the minimum. The film 
may be applied directly over sutured wounds, and it may 
be peeled off when thoroughly dry and reapplied when- 
ever indicated. 


Aeroplast Corporation cooperated by furnishing scientific data to aid 
in the evaluation of vibesate. 
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USE OF CORTISONE IN RHEUMATIC 
CARDITIS WITH CONGESTIVE 
HEART FAILURE 


The place of cortisone and related hormones in the 
treatment of acute rheumatic fever, including acute rheu- 
matic carditis, remains controversial. Some persons 
consider these hormones to exert no more effect than 
salicylates in such cases.‘ However, a considerable 
number of experienced clinicians hold that the use of 
cortisone-like hormones is the most effective measure 
presently available for suppression of the rheumatic 
inflammatory reaction in the heart and hence is indicated 
in the treatment of acute rheumatic fever.” 

Congestive heart failure in rheumatic fever can be 
attributed to one or more of at least three factors: (1) 
reversible weakening of the myocardium from the rheu- 
matic inflammatory process (rheumatic myocarditis), 
(2) excess strain on the heart muscle from damaged 
valves, and (3) irreversible changes in cardiac muscle 
secondary to rheumatic inflammation. The cortisone-like 
hormones are considered to relieve congestive failure in 
active rheumatic carditis by means of their suppressive 


1. The Treatment of Acute Rheumatic Fever in Children: A Cooperative 
Clinical Trial of ACTH, Cortisone, and Aspirin, A Joint Report by the 
Rheumatic Fever Working Party of the Medical Research Council of 
Great Britain and the Subcommittee of Principal Investigators of the 
American Council on Rheumatic Fever and Congenital Heart Disease, 
American Heart Association, Circulation 11: 343-377 (March) 1955. 

2. (a) Massell, B. F.: Medical Progress: ACTH and Cortisone Therapy 
of Rheumatic Fever and Rheumatic Carditis, New England J. Med. 
251: 183-190 (July 29); 221-228 (Aug. 5); 263-270 (Aug. 12) 1954. (hb) 
McEwen, C.: Symposium on Rheumatic Fever and Rheumatic Heart 
Disease: The Treatment of Rheumatic Fever, Am. J. Med. 17: 794-803 
(Dec.) 1954. (c) Greenman, L.; Weigand, F. A.; Mateer, F. M.. and 
Danowski, T. S.: Cortisone Therapy of Initial Attacks of Rheumatic 
Carditis: I. Clinical Data, A. M. A. Am. J. Dis. Child 89: 426-441 (April) 
1955; II. Laboratory Findings, ibid. S89: 442-450 (April) 1955. (d) Bunim, 
J. J.: Rheumaiic Fever, in Lukens, F. D. W.: Medical Uses of Cortisone, 
Including Hydrocortisone and Corticotropin, New York, the Blakiston 
Company, Inc., 1954, pp. 276-29. 

3. Footnotes 2b and c. 

4. Footnote 2d. Barnes, A. R.. and others: Acute Rheumatic Fever 
Treated With Cortisone and Corticotropin, in Thomas, L.: Rheumatic 
Fever: A Symposium Held at the University of Minnesota on Noy. 29- 
Dec. 1, 1951, Under the Sponsorship of the Minnesota Heart Association. 
Minneapolis, University of Minnesota Press, 1952, pp. 274-290. 
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effect on the first of these factors: the active rheumatic 
myocarditis. 

Initially, there was some hesitation in the use of cor- 
tisone against acute rheumatic carditis with congestive 
failure, since it was theorized that the salt-retaining effect 
of cortisone might lead to an increase in the degree of 
failure. However, experience has shown that the con- 
gestive heart failure has abated, in the majority of cases, 
after such treatment. In only a few cases has the con- 
gestive heart failure been increased, and in most of these 
the initial increase subsequently has been followed by 
an abatement or disappearance of congestive heart fail- 
ure, presumably when the antirheumatic effect of the 
hormones has had time to take effect. The use of the 
newer cortisone-like hormones with lessened salt-retain- 
ing tendencies, such as prednisone and prednisolone, 
should prove of value from the standpoint of avoiding 
an initial aggravation of congestive failure arising from 
retention of salt. To produce an equivalent antirheu- 
matic effect, doses of prednisone or prednisolone should 
be about one-fourth the dose of cortisone. 


In the treatment of acute rheumatic fever some * now 
advocate the use of 300 mg. of cortisone daily for six 
weeks, after which time the dose is gradually lessened 
and finally discontinued over a period of two to three 
weeks. With such doses of cortisone the use of a diet 
containing 50 mg. or less of sodium daily and supple- 
mentary potassium is recommended. Others * have 
employed initially 200 to 300 mg. of cortisone daily 
(sometimes less for small children), until all signs of 
rheumatic activity have been suppressed (often one to 
two weeks) and thereafter have reduced the dose to 
about 100 to 150 mg. daily for the next four to six weeks 
or more; then the dose has been tapered off in another 
few weeks, as permitted by the patient’s response. Most 
agree that no one routine schedule of dosage has yet 
been devised that is satisfactory tor all patients but, 
rather, that the dose must be regulated so that a sufficient 
suppressive amount is given for the duration of the active 
phase of the disease. Recurrences after treatment (or 
flares after reduction of dosage) indicate the need for 
further treatment (or a temporary increase in dosage). 

In the treatment of rheumatic carditis with congestive 
heart failure the cortisone-like hormones should not be 
considered the sole treatment but, rather, should be part 
of a complete program that should also include rest 
in bed, low-salt diet, penicillin, and, if necessary, di- 
uretics, digitalis, and oxygen. The use of salicylates 


along with the hormones has been suggested by some. 
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MEDICAL NEWS 


CALIFORNIA 


Annual Postgraduate Assembly.—The ninth annual postgradu- 
ate assembly of the San Diego County General Hospital will 
have as guest speakers, Sept. 21-22, the following physicians: 
Nelson Paul Anderson, Los Angeles (dermatology), Elmer C. 
Bartels, Boston (medicine), Willard M. Allen, St. Louis (ob- 
stetrics and gynecology), LeRoy Abbot, San Francisco (ortho- 
pedics), Merl J. Carson, Los Angeles (pediatrics), Willis J. Potts, 
Chicago (surgery), and Wyland F. Leadbetter, Boston (urology). 


Course on Surgical Techniques.— Designed for the general sur- 
geon to relate anatomy to standard and newer surgical tech- 
niques, a course in surgical anatomy will meet Sept. 20-Nov. 22, 
7:30-9:30 p. m., on Tuesdays in the second floor lecture room 
(Room 23-105), University of California Medical Center, Los 
Angeles, under the auspices of university extension. No text- 
books will be required for the course, which is limited to 30 stu- 
dents who are graduates of approved medical schools. Reques‘s 
for information should be made to Dr. Thomas H. Sternberg, 
Assistant Dean for Pos:graduate Medical Education, University 
of California Medical Center, Los Angeles 24. 


Postgraduate Symposium.—The first annual postgraduate sym- 
posium will be presented by the medical staff of Herrick Me- 
morial Hospital, Berkeley, Sept. 23, at the Berkeley High School 
Little Theatre. Members of the Alameda-Contra Costa County 
Medical Association and all other Bay Area physicians are in- 
vited. The sessions will include panel discussions in medicine, 
surgery, and endocrinolegy, with the following participants: 
Drs. Isidore S. Edelman, Morton A. Meyer, Sheldon Margen, 
and Albert Snell, University of California School of Medicine, 
San Francisco; Drs. Joseph P. Kriss and Henry P. Brean, Stan- 
ford University School of Medicine, San Francisco; and Dr. 
Francis D. Moore, Harvard Medical School, Boston. 


Postgraduate Surgical Programs.—The San Francisco chapter of 
the American Academy of General Practice will again sponsor 
a series of postgraduate surgical programs, given by the surgical 
service of Fort Miley Veterans Administration Hospital in 
cooperation with the University of California Medical School. 
The sessions will be held in the auditorium of the Fort Miley VA 
Hospital, 42nd Avenue and Clement Street in San Francisco, on 
six Tuesday evenings from 8 to 10 p. m. (from Sept. 20 to Nov. 8, 
with the exception of Oct. 11 and 18). Twelve hours of educa- 
tional credit will be given to members of the American Academy 
of General Practice for attendance. Dr. Louis Brizzolara, chief 
of surgical service at the hospital, will act as moderator, Dr. For- 
rest M. Willett, chief of medical service, as coordinator, and 
Dr. Alexander F. Fraser, president of the San Francisco chapter 
of the academy, will be chairman. 


CONNECTICUT 


Children’s Tumor Clinic.—A children’s tumor clinic has been 
established at the Yale-New Haven Medical Center under the 
joint sponsorship of the Yale University School of Medicine and 
the Grace-New Haven Community Hospital and the Connecticut 
division of the American Cancer Society. The new clinic will 
be directed by Dr. David H. Clement, associate clinical professor 
of pediatrics, and Dr. Alan C. Mermann, clinical instructor in 
pediatrics. The tumor clinic, designed to work with the family 
physician on a consultation basis, will supplement or corroborate 
the physician’s diagnosis and will make available to him the 
services of the entire staff of the medical center. 


Course in Infectious Diseases.—Y ale University School of Med- 
icine, New Haven, announces a postgraduate course for prac- 
ticing physicians on “Infectious Diseases: Problems of Clinical 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting 


Diagnosis and Management.” Eight weekly teaching confer- 
ences, each consisting of talks by two or more speakers fol- 
lowed by a question-answer period, will be presented from 2:30 
to 5 p.m. Thursday afternoons, Sept. 29-Nov. 17, in the Farnam 
Auditorium, Yale-New Haven Medical Center, 789 Howard 
Ave. Dr. Robert R. Wagner, assistant professor of medicine, 
will serve as director for the following program: 

Sept. 29, Response to Infection. 

Oct. 6, Acute Respiratory Infections. 

Oct. 13, Childhood Infections. 

Oct. 20, Central Nervous System Infections. 

Oct. 27, Enteric and Intra-Abdominal Infections. 

Nov. 3, Systemic Infections. 

Nov. 10, Genitourinary Infections. 

Nov. 17, Rational Basis of Chemotherapy (symposium), 
Registration fee and tuition will be $40 for the series; interns and 
residents may register without charge. Admission will be limited 
to physicians who have registered in advance. 


ILLINOIS 


Programs for General Practitioners.—The Illinois Academy of 
General Practice will present its seventh annual postgraduate 
program at 8:30 a. m. on six consecutive Wednesdays begin- 
ning Oct. 5 at the Illini Union Building, South Chicago Com- 
munity Hospital, and the Swedish Covenant Hospital. Faculty 
members from the University of Illinois, Loyola University, 
Chicago Medical School, Northwestern University, and the Uni- 
versity of Chicago will discuss Consultations in Gynecology; 
Cardiovascular Disease; Common Surgical Conditions; Hema- 
tologic Problems in Everyday Practice; and Enigmas in Treat- 
ment. 


Chicago 

Volunteer Medical Company.—A meeting of the Volunteer 
Medical Company 9-20, U. S. Naval Reserve, will be held at 
the U. S. Veterans Research Hospital, Room A-302, 333 E. 
Huron St. (MOhawk 4-6600), at 8:15 p. m. Sept. 20. “Evaluat- 
ing the ‘Risk of Death’” will be presented by Dr. Charles A, 
Gianasi, assistant medical director, Continental Assurance Com- 
pany. 


William Allen Pusey Lecture.—The ninth William Allen Pusey 
Memorial Lecture of the Institute of Medicine of Chicago will 
be presented at a joint meeting of the institute and the Chicago 
Cermatological Society at the Congress Hotel Sept. 21, 8:15 
p. m. Dr. Harvey Blank, associate medical director, Squibb 
Institute for Medical Research, New Brunswick, N. J., will dis- 
cuss “Clinical Aspects of Recent Virus Research.” Dr. Blank is 
research associate in dermatology, Columbia University College 
of Physicians and Surgeons, New York, and associate in derma- 
tology, University of Pennsylvania Graduate School of Medi- 
cine, Philadeiphia. This open meeting, to which all are welcome, 
will be preceded by cocktails, 6 p. m., and dinner ($5.50 per 
plate). Telephone during the meeting, HArrison 7-3800. 


Health Lectures at the Museum of Science and Industry.—The 
1955 fall lecture series at the Museum of Science and Industry 
will be conducted on five Sunday afternoons at 3 p. m. begin- 
ning Sept. 25. Dr. Elmer Hess, Erie, Pa., President of the 
American Medical Association, the first speaker, will be intro- 
duced by Dr. F. Garm Norbury, Jacksonville, Ill., president of 
the Illinois State Medical Society, and will have as his subject 
“The Patient and the Doctor.” The series will include: 
Willis J. Potts, Chicago, surgeon-in-chief, Children’s Memorial Hos- 
pital, Oct. 2, Heart of a Child. 
Philip Thorek, Chicago, associate professor of surgery, University of 
Illinois College of Medicine, Oct. 9, Food for Thought About Health 
James W. J. Carpender, Chicago, professor of radiology, University of 
Chicago, Oct. 16, X-Rays and Radioactive Substances. 
Morris Fishbein, Chicago, clinical assistant professor of medicine, 
University of Illinois College of Medicine (Rush), Oct. 23, Live Longer 
and Like It. 
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INDIANA 


Postgraduate Assembly in Endocrinology.—The seventh an- 
nual postgraduate assembly of the Endocrine Society in co- 
operation with the Indiana University School of Medicine will 
convene at the Indiana University Medical Center, 1100 W. 
Michigan St., Indianapolis, Sept. 26-Oct. 1. Out-of-state speakers 
will include: 
Charles W. Lloyd, Syracuse, N. Y., Anterior Pituitary, Anatomy and 
Present Status of Physiology—Relation to Hypothalamus. 
Roberto F. Escamilla, San Francisco, Hypopituitarism—Dwarfism, 
Simmonds’ Disease, Sheehan’s Syndrome, Freelich’s Syndrome. 
Karl Paschkis, Philadelphia, Hyperpituitarism—Gigantism and 
Acromegaly. 
Brown M. Dobyns, Cleveland, Thyroid, Anatomy and Physiology— 
Relation to Pituitary. 
Rulon W. Rawson, New York, Goiter—Classification and Present 
Concepts, 
Henry H. Turner, Oklahoma City, Hypothyroidism—In Childhood and 
in Adults, 
Edward C. Reifenstein Jr.. New York, Parathyroids—Anatomy and 
Physiology. 
Frank L. Engel, Durham, N. C., Hyperparathyroidism. 
Ralph I. Dortman, Ph.D., Boston, Adrenal Cortex—Anatomy, Chem- 
istry and Physiology. 
Robert B. Greenblatt, Augusta, Ga., Cushing’s Disease and Cushing’s 
Syndrome. 
Lawson Wilkins, Baltimore, Adrenogenital Syndrome, Including Con- 
genital Type—Diagnosis and Treatment. 
Edward H. Rynearson, Rochester, Minn.. Hyperinsulinism and Spon- 
taneous Hypoglycemia. 
Earl T. Engle, Ph.D., New York, The Testis—Anatomy and Physiology. 


LOUISIANA 

Dr. Peters Goes to Kansas.—Dr. Lawrence Peters recently 
joined the faculty of the University of Kansas School of Medi- 
cine, Kansas City, as chairman of the department of pharma- 
cology, leaving a similar position in the Tulane University of 
Louisiana School of Medicine, New Orleans. Dr. Peters re- 
ceived the bachelor of science degree in pharmacy from the Uni- 
versity of Saskatchewan, Saskatoon, Canada, in 1938, doctor 
of philosophy degree in pharmacology in 1942 from University 
of Minnesota, Minneapolis, and doctor of medicine degree from 
Western Reserve University School of Medicine, Cleveland, 
in 1950. 


Refresher-Type Courses. — The Louisiana State University 
School of Medicine, New Orleans, in cooperation with the 
Louisiana State Medical Society will resume its one-day re- 
fresher-type courses in the fall. This year courses will be given 
not only at the medical school in New Orleans but also at the 
Confederate Memorial Medical Center in Shreveport and at 
other centers in the state. The following courses have been 
scheduled: 
Gastroenterology, New Orleans, Sept. 24 (under the direction of Dr. 
G. Gordon McHardy). 
Heart Disease, Shreveport, Oct. 26 (under the direction of Dr. Marion 
. Hargrove). 
Surgical Diagnosis, Shreveport, Nov. 16 (under the direction of Dr. 
Paul D. Abramson). 
Programs for each course may be obtained by writing Dr. Edgar 
Hull, associate dean. Suggestions for the subject matter of future 
courses will be welcome. 


MICHIGAN 


State Medical Meeting in Grand Rapids.—The 90th annual 
meeting of the Michigan State Medical Society will convene at 
the Pantlind Hotel, Grand Rapids, Sept. 26-27 under the presi- 
dency of Dr. Robert H. Baker, Pontiac. The house of delegates 
will hear a panel on undergraduate medical education, with 
Dr. Jackson E. Livesay, Flint, speaker, as moderator, and Dr. 
Albert C. Furstenberg, dean, University of Michigan Medical 
School, Ann Arbor, and G. H. Scott, Ph.D., dean, Wayne Uni- 
versity College of Medicine, Detroit, as participants, at a dinner 
meeting Monday, 6:30 p. m. (this panel was originally scheduled 
for a luncheon meeting). Wednesday, general practice day, 
there will be a surgery panel at 9 a. m. in which “Management 
of Duodenal Ulcer” will be considered. Dr. Stanley O. Hoerr, 
Cleveland, will serve as chairman and Drs. Russell Best, Omaha, 
and Ralph Colp, New York, as participants. “Medicolegal Prob- 
lems in Industrial Surgery” by Dr. Russell S. Fisher, Baltimore, 
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will precede “Malignancy of the Upper Urinary Tract” by Dr. 
William N. Taylor, Columbus, Ohio. The Wednesday afternoon 
program will include: 
Infections in Newborn Infants, Ralph V. Platou, New Orleans, 
Vaginal Discharge, Leon S$. McGoogan, Omaha. 
Endometriosis, with Special Reference to Massive Stilbestrol Therapy, 
Willard R. Cooke, Galveston, Texas. 
Evolution of Psychiatry as an Integral Part of General Practice, Maurice 
Levine, Cincinnati. 
A general (public) meeting has been scheduled for Wednesday, 
8:30 p. m. The Andrew P. Biddle Lecture, “Forever Sacred,” 
will be delivered by Charles L. Anspach, Ph.D., LL.D., Mount 
Pleasant, Mich., president of Central Michigan College of Edu- 
cation. The following program will be presented on Thursday: 
Anatomical Considerations in Surgery of the Gall Bladder, Barry J. 
Anson, Ph.D., Chicago. 
Visual Symptomatology, Hugo L. Bair, Rochester, Minn. 
Ear, Nose and Throat Symptoms Related to General Medical Condi- 
tions, James B. Costen, St. Louis. 
Role of the Family Physician in Psychiatric Problems, Francis J. 
Braceland, Hartford, Conn. 
Vaginal Delivery After Prior Cesarean Section, Samuel A. Cosgrove, 
Jersey City, N. 
Indications for Hysterectomy, Richard W. TeLinde, Baltimore. 
Diabetes Mellitus in Children, Waldo E. Nelson, Philadelphia. 
Development of Communicable Disease and Control, Franklin H. Top, 
lowa City. 
The Michigan State Medical Society will be host at a cabaret- 
style dance and floor show Thursday, 10:30 p. m., for all regis- 
trants and guests. The Friday assembly will open at 9 a. m. with 
the William Beaumont M.D. Lecture (sponsored by the Michigan 
Foundation for Medical and Health Education, Inc.), “Recent 
and Important Changes in Treating Colonic and Rectal Carci- 
noma,” by Dr. Garnet W. Ault, Washington, D. C. The re- 
mainder of the day will be devoted to the following presentations: 
Dermatitis of the Hands, Richard L. Sutton Jr., Kansas City, Mo. 
Relationship of Radiation to Surgery in Cancer of the Breast, Harold 
W. Jacox, New York. 
Cutaneous Manifestations of Systemic Disease, Robert R. Kierland, 
Rochester, Minn. 
Role of the Anesthesiologist in Care of Poliomyelitis Patients, Frederick 
H. Van Bergen, Minneapolis. 
New Developments in Treatment of Coronary Occlusion, Arthur M. 
Master, New York. 
Causes of Pain in the Chest, Ovid O. Meyer, Madison, Wis. 
Medical Symposium on ‘The Newer Therapeutic Tools,” A. Carlton 
Ernstene and Penn G, Skillern, Cleveland. 
The guest speakers will participate in daily discussion confer- 
ences from 12 noon to 1 p. m. in the Black and Silver Room of 
the Civic Auditorium. The woman’s auxiliary will meet simul- 
taneously, 


MINNESOTA 


Dr. Wangensteen Honored.—Jhe Owen H. Wangensteen Surgi- 
cal Education Foundation, an organization made up of former 
residents of Dr. Wangensteen, will honor the 25th anniversary 
of his appointment as professor of surgery and chief of the de- 
partment of surgery at the University of Minnesota Medical 
School, Minneapolis, by presenting a scientific program in the 
Mayo Memorial Auditorium of the University of Minnesota 
Hospitals Sept. 23-24. On the day preceding the meeting there 
will be an operative clinic on cardiac surgery. The topics for 
discussion on Friday and Saturday will be “Experimental Sur- 
gery,” “The Cancer Problem,” and “Surgical Problems.” A 
public banquet will be held on Friday evening, honoring Dr. 
Wangensteen. The principal speaker will be Mr. John M. Rus- 
sell, New York, executive director of the John and Mary Markle 
Foundation. On the succeeding evening there will be a meeting 
of the Owen H. Wangensteen Surgical Education Foundation. 


MISSOURI 


Mac Cahal Receives Award.—A U. S. Chamber of Commerce 
committee, headed by the Hon. Sinclair Weeks, Secretary of 
Commerce, recently presented to Mac F. Cahal, executive secre- 
tary of the American Academy of General Practice, the Dis- 
tinguished Service award, given annually by American Trade 
Association executives in recognition of exceptionally effective 
public service programs. Mr. Cahal, who has been director of 
the academy since it was founded eight years ago, formerly 
was director of the American College of Radiology in Chicago. 
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Personal.—Dr. Theodore Cooper, intern at the St. Mary’s 
Group of Hospitals of St. Louis University, has been awarded 
a postdoctoral research fellowship in the physiology department 
of St. Louis University School of Medicine by the U. S. Public 
Health Service. His research in the investigation of the re- 
activity of the blood vessels, with respect to various drugs, will 
be conducted under Albert B. Hertzman, Ph.D., director, de- 
partment of physiology, and will be aided by a grant from the 
St. Louis Heart Association, Last June Dr. Cooper received 
the $500 annual Borden award for the best original work sub- 
mitted by a senior medical student, in which, through research 
on the action of Adrenalin and related compounds on the blood 
vessels, he developed a technique of measuring the reactivity 
of the blood vessel, allowing for the initial state of the blood 
vessel before it is subjected to the action of any additional 
influence. Dr. Dean F. Davies, St. Louis, was recently 
appointed research associate of the American Cancer Society. 
Dr. Davies was associated with St. Luke’s and Missouri Baptist 
hospitals and the Washington University School of Medicine, 
where he served as assistant professor of biochemistry and 
associate director of the hypertension division of the depart- 
ment of medicine. His new headquarters are at the American 
Cancer Society’s national office, 521 W. 57th St., New York. 


NEBRASKA 

Dedication of Psychiatric Institute—The Nebraska Psychiatric 
Institute on the campus of the University of Nebraska College 
of Medicine in Omaha was recently dedicated at ceremonies in 


Model of Nebraska Psychiatric Institute, University of Nebraska College 
of Medicine, Omaha, 


which the principal speakers were Sen. Roman Hruska, Omaha, 
and Dr. Arthur P. Noyes, Norristown, Pa., president, American 
Psychiatric Association. Governor Victor E. Anderson closed 
the program and presented Dr. Cecil L. Wittson, director of the 
institute, with the key to the building. The institute provides 
for the teaching and training of psychiatrists, psychologists, 
psychiatric aides, psychiatric social workers, electroencephalo- 
graphic technicians, end nurses. It will place emphasis on re- 
search and treatment of the mental and emotional problems of 
children and the aged. 


NEW YORK 

Society News.—At its meeting Sept. 20 at Binghamton City 
Hospital Auditorium, the Binghamton Academy of Medicine 
will have as speaker Dr. George E. Moore, medical director of 
the Roswell Park Memorial Institute, Buffalo. His subject will 
be “Present and Future Programs of the Roswell Park Memorial 
Institute.” 


Hospital Teaching Day.—<A teaching day will be held at Roches- 
ter General Hospital Sept. 22. Morning sessions will consist of 
a study of pediatrics through ward walks or choice of the follow- 
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ing clinics: (1) Cholografin, (2) fibrinogenopenia, as it relates to 
premature separation of the placenta, (3) pulmonary function 
studies in various lung conditions, or (4) ballistocardiography. 
A panel discussion concerning the use of serums, vaccines, and 
gamma globulin in the treatment of various infectious diseases 
of children will be presented in the afternoon. Practical labo- 
ratory diagnostic tests, which the practicing physician may use 
in his office, will be demonstrated by Drs. Milton G. Bohrod and 
Andrus I, Roodenburg, Rochester. Dr. Waldo E. Nelson, pro- 
fessor of pediatrics, Temple University School of Medicine, 
Philadelphia, and author of “Textbook of Pediatrics,” will dis- 
cuss “Pediatrics Practice by the Family Physician.” 

New York City 

First Harvey Lecture.—J. C. Eccles, professor of physiology, 
the Australian National University, Canberra, will deliver the 
First Harvey Lecture of the 1955-56 series at the New York 
Academy of Medicine Sept. 22 on Excitatory and Inhibitory 
Synaptic Action. 


Joint Meeting on Medicine and Pharmacy.—A joint program on 
medicine and pharmacy will be presented at the annual meeting 
of the Pharmaceutical Council of Greater New York at the 
Hotel Statler, Sept. 21, 8 p. m. A committee of three physicians 
appointed by the Coordinating Council of the County Medical 
Societies of the City of New York cooperated with the com- 
mittee of the Pharmaceutical Council in arranging the follow- 
ing program on “Radioactive Isotopes in Medicine and Pharm- 
acy”: 

Solomon Silver, Diagnostic Uses of Radioactive Isotopes. 

George Himler, Therapeutic Uses of Radioactive Isotopes. 

Paul Numerof, Sc.D., Use of Isotopes in Pharmaceutical Research, 


All physicians are cordially invited to attend. 


OKLAHOMA 

Indian Health Area Office.—Dr. Alonzo F. Brand has been ap- 
pointed medical officer in charge of the Indian Health Area 
Office in Oklahoma City, the public health service has an- 
nounced. Dr. Brand will administer the federal government's ex- 
panded program for Indian health in Oklahoma, Kansas, Florida, 
Mississippi, and North Carolina. About 67,500 Indians living 
on reservations in these states receive medical care and public 
health services under the supervision of the Oklahoma City office. 
Dr. Brand will be responsible for the operation of the eight 
public health service hospitals for Indians in the area, for the 
health program in six Indian boarding schools, and for hospital 
care furnished to Indians through contracts with community 
hospitals. Dr. Brand was commissioned in the public health 
service in 1942 and is a career medical officer. He has served 
with health departments or public health service regional staffs 
in San Antonio, Texas; New Orleans; Memphis, Tenn.; Rich- 
mond, Va.; and San Francisco and has served in Washington, 


PENNSYLVANIA 

Society News.—The Pennsylvania Radiological Society recently 
elected Drs. William T. Rice, Rochester, president; James M. 
Converse, Williamsport, president-elect; Jesse T. Littleton HI, 
Sayre, first vice-president; John F. Maurer, Greensburg, second 
vice-president; Walter P. Bitner, Harrisburg, secretary-treasurer; 
and Carl B. Lechner, Erie, editor, 


Philadelphia 

Course in Obstetrics and Gynecology for Practitioners.—A 
12 week postgraduate course in obstetrics and gynecology for 
the general practitioner, to be initiated at Hahnemann Medical 
College and Hospital Sept. 28, will cover prenatal care; toxemias; 
urologic, psychological, and psychiatric problems; third tri- 
mester bleeding; gynecologic back pain; abnormal vaginal bleed- 
ing; dysmenorrhea; endometriosis; pelvic cancer; study of the 
infertile couple; and pediatric and geriatric gynecology. Infor- 
mation about the course, which has been approved for credit by 
the American Academy of General Practice, may be obtained 
from Dr. Bruce V. MacFadyen, 230 N. Broad St., Philadelphia 2. 
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TEXAS 


Meeting of General Practitioners.—Guest speakers for the sixth 
annual scientific assembly of the Texas Academy of General 
Practice at the Will Rogers Memorial Coliseum Sept. 19-21 will 
include: Drs. Edwin F. Cave and Laurence L. Robbins, Boston; 
Drs. William F. Mengert and Philip Thorek, Chicago: Dr. 
Katherine Dodd, Litthe Rock, Ark.: Dr. J. Vernon Knight, 
Nashville, Tenn.: Dr. Louis G. Moench, Salt Lake City: Dr. Carl 
A. Moyer, St. Louis: Dr. Arthur G. Schoch, Dallas, Texas: and 
Dr. J. Minott Stickney, Rochester, Minn. 


WASHINGTON 

Symposium on Cardiovascular Disease.—The seventh annual 
symposium on heart disease will be presented by the Washington 
State Heart Association and Washington State Department of 
Health at the University of Washington School of Medicine, 
Seattle, Sept. 30 and Oct. 1. The theme will be “Myocardial 
Infarction” and “Pericarditis.” Speakers, including Drs. Howard 
B. Sprague, Boston, Charles E. Kossman, New York, and Jesse 
E. Edwards, Rochester, Minn., will conduct panel sessions and 
discuss questions from the audience as well as present scheduled 
papers, which will include “Conditions Mistaken for Coronary 
Disease.” “Errors in Electrocardiographic Diagnosis,” “Em- 
ployment and Compensation Problems,” and “Lesions Simu- 
lating Pericarditis.” The symposium is the equivalent of nine 
hours of formal postgraduate training for members of the 
Academy of General Practice. There will be no registration fee. 
On Saturday afternoon there will be a mezting of the Washington 
State Society of Internal Medicine at the medical school au- 
ditorium. 


GENERAL 

Grants for Hematology Research.—The Hematology Research 
Foundation invites applications for grants-in-aid for hemato- 
logical research for a period of one year. Nine copies of applica- 
tion must be submitted no later than Nov. 1, 1955, to Hema- 
ology Research Foundation, 64 W. Randolph St., Chicago 1. 
Application forms are available on request. Awards will be 
announced by the medical advisory board of the foundation the 
latter part of November. 


Meeting of Medical Writers —The American Medical Writers’ 
Association will hold its 12th annual meeting at the Hotel Jeffer- 
son, St. Louis, Sept. 30. “Clarity in Medical Writing” will be 
discussed by Dr. Joseph Garland, Boston, and “Do Statistics 
Clarify or Confuse?” by Alan E. Treloar, Ph.D., Minneapolis. 
The afternoon session will be on the preparation of medical 
presentations, with Dr. Dean F. Smiley, Chicago, as moderator. 
A workshop is scheduled for Oct. 1. 


Fake Uniform Salesman Reported.— According to the Alameda- 
Centra Costa (Calif.) Medical Association, the Topps Garment 
Manufacturing Company of Rochester, Ind., reports that a sales- 
man claiming to represent their company has been touring the 
West and taking orders prepaid for uniforms that are not de- 
livered. The company advises that the salesman is not their 
representative and that orders placed with him are not sent to 
them. The salesman claims to be a retired Navy man and car- 
ries a well-worn uniform catalogue and brief case. He presents 
Topps Garment Manufacturing Company cards as well as other 
credentials. He is described as about 50 years old, weighs 250- 
300 pounds, has an accent, gray hair, and is about 6 ft. 2 in. tall. 


Senior Fellowships in Cardiology—The New York Heart 
Association this fall will offer three senior fellowships, each for 
a period of three years and renewable for an additional two 
years, with annual stipends starting at $6000 and annual incre- 
ments of $500, These full-time fellowships are available to 
young men and women under age 35 who have attained a doc- 
torate degree, have demonstrated a competence for research, 
and who have a definite orientation toward fundamental re- 
search in the cardiovascular field. Research programs are to be 
carried Out in recognized institutions within the area of the 
five boroughs of New York. For further information write the 
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Medical Director, New York Heart Association, Inc., 485 Fifth 
Ave., New York 17. Closing date for applications is Oct. 31, 
1955, 


Catastrophic Accidents.— The Metropolitan Life Insurance Com- 
pany reports that, although catastrophic accidents (those killing 
five Or more persons) took nearly 550 lives during the first six 
months of this year in the United States, the total is somewhat 
smaller than that for the first half of 1954 and is one of the low- 
est on record. Deaths in tornadoes increased appreciably: one 
tornado, crossing five midwestern states on May 25, killed about 
115 people, 80 of them in Udall, Kan. There was only one other 
disaster in which 25 or more lives were lost—the Februrary 12th 
fire in a men’s hotel in Chicago in which 29 were killed. Catas- 
trophes involving dwelling and apartment house fires, military 
aviation, and motor vehicle accidents took substantially fewer 
lives during the first half of 1955 than in the similar period in 
1954, but the number of deaths in civilian aviation catasirophes 
was somewhat higher. 


Rehabilitation Training Program.—The Institute for the Crip- 
pled and Disabled, New York, announces plans for a second 
training program to prepare persons in rehabilitation for top- 
level positions of coordination and administration in rehabilita- 
tion centers. The proposed starting date for the seven month 
course is Dec. 1. Applications received by Oct. 1S will be given 
preference. Applicants for the course should have had at least 
three years’ experience in some fields of rehabilitation. Trainees 
will receive a monthly stipend of $250 for the seven month 
period, in addition to round-trip travel expenses from the in- 
stitute to the places of on-the-job training. All other expenses 
will be borne by the trainees. Except in cases of unusual qualifi- 
cation, trainees must be between 30 and 50 years of age. In- 
formation may be obtained from the Director, Institute for the 
Crippled and Disabled, 400 First Ave., New York 10. 


Conference on Hospital Planning.—A Conference on Hospital! 
Planning will be held Sept. 20, 9-11:30 a. m., in Convention 
Hall, Atlantic City, N. J., during the 57th annual convention of 
the American Hospital Association. All convention registrants 
are invited to attend the conference, which will be presented 
under the auspices of the American Hospital Association Council 
on Hospital Planning and Plant Operation and joint sponsorship 
of the American Association of Hospital Consultants, the 
American Institute of Architects, and the American Association 
for Hospital Planning. Frank S. Groner, chairman of the Ameri- 
can Hospital Association Council on Hospital Planning and 
Plant Operation, will preside. The keynote speaker will be 
Dr. Leonard A. Scheele, surgeon general of the U. S. Public 
Health Service, Department of Health, Education, and Welfare, 
Washington, D. C., whose subject will be “New Opportunities 
for Planning Health Facilities.” 


Lederle Faculty Awards.—The Lederle Laboratories Division, 
American Cyanamid Company, announces that the following 
physicians are among the recipients of Lederle Medical Faculty 
awards for the year 1958: 
Matthew N. Levy, department of physiology, Albany (N. Y.) Medical 
College. 
David D. Thompson, department of physiology, Cornell University 
Medical College, New York. 
Wilbur H. Sawyer, department of physiology, New York University 
College of Medicine, New York. 
Albert M. Hand, department of pathology, University of Tennessee 
College of Medicine, Memphis, Tenn. 
The Lederle Medical Faculty awards are for the purpose of 
strengthening the preclinical departments of medical schools in 
the U. S. and Canada by contributing to the support of the 
teaching and research activities of members of such depart- 
ments who already have demonstrated high quality of perform- 
ance but who have not yet attained permanent faculty tenure. 


Mississippi Valley Medical Society.—The 20th annual meeting 
of the Mississippi Valley Medical Society will be held at the 
Hotel Jefferson, St. Louis, Sept. 28-30. The program will include 
panel discussions On hypertension, obstetrics, geriatrics, psycho- 
somatic medicine, biliary tract diseases, and gastrointestinal tract 
diseases. Dr. Elmer Hess, Erie, Pa., President, American Medi- 
cal Association, will be the principal banquet speaker. Othe: 
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speakers at the banquet will be Dr. Victor B. Buhler, Kansas 
City, Mo., president, Missouri State Medical Association; Dr. 
Wendell L. Downing, Le Mars, lowa, president-elect, lowa State 
Medical Society; and Dr. F. Garm Norbury, Jacksonville, IIL, 
president, Illinois State Medical Society. During the scientific 
sessions Dr. Carroll J. Bellis, Long Beach, Calif., winner of the 
essay contest, will present “The Management of Acute Bowel 
Obstructions”; Dr. Robert P. Cutler, U. S. Public Health Service 
Narcotics Hospital, Lexington, Ky., “Physician-Hospital Team 
in Treatment of the Narcotic Addict”; Dr. George A. Hellmuth, 
Milwaukee, “Treatment of Serious Cardiac Arrhythmias”; and 
Dr. William L. Watson, New York, “Head and Neck Cancer.” 
Dr. Edward Henderson, Montclair, N. J., will serve as modera- 
tor for the panel on diseases of the aged and Dr. William C. 
Meninger, Topeka, Kan., as moderator for the panel on psycho- 
somatic medicine. Thyroid problems will be considered by Dr. 
Arnold S. Jackson, Madison, Wis. 


Prevalence of Poliomyelitis ——According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories and 
possessions in the weeks ended as indicated: 
Aug. 27, 1955 


Total Aug, 28 
Paralytie Cuses 1944 


Area Type Reported Total 
New Eneland States 
6 3 
3 26 10 
Middle Atlantic States 


West North Central States 
3 
South Atlantie States 
; 14 48 46 
East South Central States 
received received 
West South Central States 
6 1] 18 
8 15 33 
Mountain States 
Arizona 12 
Nevada ] 7 


Pacifie States 


5 16 2) 

Territories and Possessions 

Hawaii... 1 3 


| Railway Surgeons Meet in Las Vegas.—The Western Associa- 
tion of Railway Surgeons will hold its 52nd annual meeting 
Sept, 22-24 at the Hotel Thunderbird, Las Vegas, Nev. The 
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sessions will open Thursday at 9:30 a. m. with the address of the 
president, Dr. Martin C. Lindem, Salt Lake City, followed by 
“Modern Concepts of Billroth I Gastric Resection with Analysis 
of Cases” by Dr. Earl Connolly, Omaha; “Evaluation of Pre- 
employment X-Ray of the Lower Back” by Dr. William L. 
Sucha, Omaha; and “Hyperventilation Syndrome” by Dr. John 
M. Read, Elko, Nev. A motion picture film, “Cardiac Arrest 
‘Resuscitation of Patients Who Die in the Operating Room,’ ” 
which will open the Friday program at 9 a. m., will be followed 
by: 

Spontaneous Pneumothorax, Glenn Pierce, San Francisco. 

Industrial Aspects of Epididymitis, Wiliiam A. Summer, San Francisco. 

Diagnosis and Treatment of Certain Anemias, Maurice E. Leonard, 

San Francisco, 

Current Status of Antibiotic Therapy, John F. Waldo, Salt Lake City. 
The Saturday program, which will include “Lower Extremity 
Injuries” by Dr. Robert W. Weber, Tucson, Ariz., “Nervous 
System Reactions Associated with Trauma” by Dr. Robert S. 
Wigs:on, Omaha, “Pulmonary Coccidioidomycosis” by Dr. 
James M. Fritz, Tucson, Ariz., and “the Problem of Sore 
Throat” by Dr. John F. Waldo, Salt Lake City, will conclude with 
“Professional Witness, Medicine or Witchery” by Edmund D. 
Leonard, attorney-at-law, specialist in workmen's compensation 
hearings before the Industrial Accident Commission, state of 
California, San Francisco. 


LATIN AMERICA 

Surgical Congress.—The second Panamerican Congress of the 
International College of Surgeons will be held simultaneously 
with the eighth Argentine meeting on thoracic surgery Oct. 22-26 
in Mendoza, Argentina. The topics to be discussed include: 
Goiter: Medical and Surgical Treatment; Lung Abscess: Modern 
Treatments; Carcinoma of the Colon, Sigmoid, and Rectum: 
Surgical Treatment; Mycosis and Osteomyelitis of the Maxillary 
Bone; Patent Ductus: Surgical Treatment; and Peroral Endo- 
scopy: Recent Advances. Information may be obtained from the 
Secretary, Caseros Av. 2153, Buenos Aires, Argentina, or from 
the Biblioteca Asociacion Medica Argentina Santa Fe 1171, 
Buenos Aires. 


FOREIGN 


Dermophlebologic Conference.—The sixth Colloquium of the 
French Society of Dermatology and Syphilography and ihe third 
International Conference on Phlebology will convene at Aix-en- 
Provence, France, Oct. 14-16, to consider “Trophic Disturbances 
of Venous Origin in the Legs” in the following aspects: surgical 
treatment in the lower limbs (except grafting); phlebological as- 
pects (critical study of vascular lesions and trophic disorders); 
and dermatological studies. Correspondence should be ad- 
dressed to the Clinique Dermatologique, Hotel-Dieu, Marseilles, 
France. 


Congress on Legal and Social Medicine.—The 4th Congress ot 
the International Academy of Legal and Social Medicine will be 
held in Genoa Oct. 13-17. The program will include considera- 
tion of the question “Can the application of an absolutely new 
therapy be considered as an experiment?” and of the following 
topics: “Acute and Chronic Poisoning by Arsenic in Legal 
Medicine,” “The Medicolegal Valuation of Damage from Pneu- 
moconiecsis,” “Depressive States as a Defense in Murder,” and 
“Anthropology and Social Defense.” Several postcongress tours 
have been planned to Rome, Florence, Venice, Naples, Milan, 
and the Italian lake region. Further information may be obtained 
from the general secretary's office of the congress (Istituto di 
Medicina Legale, via de Toni 12, Genoa, Italy). 


Meetings on Dermatology and Syphilology.— Ihe General As- 
sembly of the International Union Against the Venereal Diseases 
and the Treponematoses will convene at the Barons’ Hall, 
Maschio Angioino, Naples, Italy, Sept. 19-23. The general 
theme, “The Problem of Medicosocial Assistance to Marines in 
the Mediterranean Ports,” will be introduced Monday at 3:30 
p.m. Tuesday afternoon there will be an excursion to the new 
excavations at Baia and Cuma. Wednesday will be devoted to 
discussions of “Eventual Modifications to Be Added to ithe 
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Principles of the Antivenereal Fight Consequent to the Anti- 
biological Therapeutics’ and “Social Consequences of Non- 
gonorrhoeal Urethritis.”. Demonstration of antivenereal docu- 
mentaries will constitute the Friday morning program. Presen- 
tation of the patients at Professor Monacelli’s Clinic will precede 
the afternoon lecture of Dr. E. H. Hermans, president of union. 

The 40th National Congress of the Italian Society of Derma- 
tology and Syphilology will be held at Dermosyphilopathic Clinic 
Hall, Policlinico, Naples, Sept. 22-25. Pemphigus will be dis- 
cussed on Thursday. The Friday session will open at 9 a. m, 
with a symposium on cutaneous enzymology. The afternoon 
meeting, 4 p. m., will be devoted to presentation of clinical cases 
and to comments on dermatological iconography. Considera- 
tion will be given on Saturday to dermatological roentgeno- 
therapy. 


CORRECTION 

Mitral Valvuloplasty.—In the filler by this title in THE JOURNAL, 
Aug. 20, 1955, page 1466, the word “less” should precede the 
word “good” in the seventh line. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, £35 North 
Dearborn St., Chicago 10, Secretary. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 


NATIONAL CONFERENCE ON PHYSICIANS AND SCHOOLS, Moraine-on-the-Lake 
Hote!, Highland Park, Ill., Oct. 12-14. Dr. W. W. Bauer, 535 N. Dear- 
born St., Chicago, Director. 


ACADEMY OF PSYCHOSOMATIC MEDICINE, Hotel Plaza, New York, Oct. 6-8, 
Dr. Ethan Allan Brown, 75 Bay State Road, Boston 15, Secretary. 
AMERICAN ACADEMY FOR CEREBRAL Patsy, Claridge Hotel, Memphis, Tenn., 
Oct. 10-12. Dr. Robert A. Knight, 869 Madison Ave., Memphis 3, 

Tenn., Secretary. 

AMERICAN ACADEMY OF NEUROLOGICAL SURGERY, The Homestead, Hot 
Springs, Va., Oct. 27-29. Dr. Eben Alexander Jr., Bowman Gray School 
of Medicine, Winston-Salem, N. C., Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 9-14. Dr. W. L. Benedict, 100 First Avenue Bldg., 
Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Palmer House, Chicago, Oct. 3-6. 
Dr. E. H. Christopherson, 610 Church St., Evanston, Lll., Executive 
Secretary. 

AMERICAN ASSOCIATION OF MepiIcAaL CLINICS, Curtis Hotel, Minneapolis, 
Nov. 4-6. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., Execu- 
tive Director. 

AMERICAN ASSOCIATION OF MepicaL RECORD LIBRARIANS, LaSalle Hotel, 
Chicago, Oct. 3-7. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. 

AMERICAN ASSOCIATION OF NURSING Homes, Hotel Muehlebach, Kansas 
City, Mo., Sept. 19-21. Mr. Ira O. Wallace, P.O. Box 366, New Castle, 
Ky., Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Drake Hotel, 
Chicago, Oct. 27-29. Dr. James K. Stack, 700 N. Michigan Blvd., 
Chicago 11, Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, The Homestead, 
Hot Springs, Va., Oct. 31-Nov. 2. Dr. M. N. Fulton, 124 Waterman 
St., Providence 6, R. I., Secretary. 

AMERICAN COLLEGE OF ANESTHESIOLOGISTS, Hotel Statler, Boston, Nov 
4-5. Mr. John H. Hunt, 188 West Randolph St., Chicago 1, Executive 
Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY INTERIM MEETING, Hotel Claridge, 
Memphis, Tenn., Nov. 10-12. Dr. Philip Reichert, Empire State Bldg., 
New York 1, Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, Hotel Shoreland, Chicago, 
Oct. 24-26. Dr. Joseph Shaiken, 33 West 60th St., New York 23, 
Secretary 

AMERICAN COLLEGE OF SURGEONS, Conrad-Hilton Hotel, Chicago, Oct. 
31-Nov. 4. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Secretary. 

AMERICAN DENTAL ASSOCIATION, San Francisco, Oct. 17-20. Dr. Harold 
Hillenbrand, 222 East Superior St., Chicago 11, General Secretary. 

AMERICAN FRACTURE ASSOCIATION, Hotel Fontainebleau, Miami Beach, 
Fla., Sept. 19-22. Dr. Homer D. Junkin, Paris Hospital, Paris, IIL, 
Secretary. 

AMERICAN HEART Association, Yung Hotel, New Orleans, Oct. 22-26. 
Mr. Irving Hexter, 44 East 23d St., New York 10, Secretary. 
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AMERICAN Hospttat ASsociaTION, Traymore Hotel, Atlantic City, N. J., 
Sept. 19-22. Dr. Edwin L. Crosby, 18 East Division St., Chicago 10, 
Director. 

AMERICAN Mepicat Writers’ Association, Jefferson Hotel, St. Louis, 
Sept. 30-Oct. 1. Dr. Harold Swanberg, P.O. Drawer 110, Quincy, Ill, 
Secretary. 

AMERICAN ROENTGEN Ray Society, Palmer House, Chicago, Sept. 20-23. 
Dr. Barton R. Young, Germantown Hospital, Philadelphia 44, Secretary. 

AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Hotel Statler, Boston, Oct. 29- 
Nov. 3. Dr. J. Earl Remlinger Jr., Room 1101, 188 W. Randolph St., 
Chicago 1, Secretary. 

AMERICAN Society of CLInicat PATHOLOGISTS, Drake Hotel, Chicago, 
Oct. 10-15. Dr, Clyde G. Culbertson, 1040-1232 West Michigan St., 
Indianapolis, Secretary 

AMERICAN SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGERY, Atlantic 
City, N. J., Sept. 25-30. Dr. Kenneth L. Pickrell, Duke Hospital 
Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Sheraton, 
Chicago, Nov. 6-7. Dr. O. J. Pollak, P.O. Box 228, Dover, Del., 
Secretary. 

AMERICAN SOCIETY OF TROPICAL MEDICINE AND HyGIENE, Somerset Hotel, 
Boston, Nov. 2-5. Dr. John E. Larsh Jr., Dept. of Parasitology, 
School of Public Health, Chapel Hill, N. C., Secretary. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES, New Ocean House, 
Swampscott, Mass., Oct. 24-26. Dr. Dean F. Smiley, 185 N. Wabash 
Ave., Chicago 1, Secretary. 

ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, Chicago, Oct. 7-8. 
Mr. Harry E. Northam, 185 N. Wabash Ave., Chicago 1, Executive 
Secretary. 

ASSOCIATION OF LIFE INSURANCE MEDICAL DIRECTORS OF AMERICA, Hotel 
Statler, New York, Oct. 19-21. Dr. Henry B. Kirkland, P. O. Box 594, 
Newark, N. J., Secretary. 

ASSOCIATION OF Mepicat ILLUSTRATORS, Hotel Barbizon Plaza, New 
York, Oct. 1-3. Miss Rose M. Reynolds, Univ. of Nebraska College 
of Medicine, Omaha 5, Neb., Corresponding Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE U. S., Hotel Statler, Wash- 
ington, D. C., Nov. 7-9. Colonel Robert E. Bitner, 1726 I St. N.W., 
Washington 6, D. C., Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFICERS, Hotel Wash- 
ington, Washington, D. C., Nov. 6-12. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CENTRAL ASSOCIATION OF OPSTETRICIANS AND GYNECOLOGISTS, Deshler- 
Hilton Hotel, Columbus, Ohio, Oct. 5-8. Dr. Edwin J. DeCosta, Suite 
602, 116 S. Michigan Ave., Chicago 3, Secretary. 

CENTRAL NEUROPSYCHIATRIC ASSOCIATION, The Broadmoor, Colorado 
Springs, Colo., Oct. 20-22. Dr. Hamilton Ford, 112 North Boulevard, 
Galveston, Tex., Secretary. 

CENTRAL SOCIETY FOR CLINICAL RESEARCH, Drake Hotel, Chicago, Nov. 
4-5. Dr. Robert H. Ebert, 950 East 59th St., Chicago 37, Secretary. 

CLINICAL OrtTHOPAEDIC Society, Skirvin Hotel, Oklahoma City, Sept. 30- 
Oct. 1. Dr. Marcus J. Stewart, 869 Madison Ave., Memphis, Tenn., 
Executive Secretary. 

COLLEGE OF AMERICAN PATHOLOGISTS, Drake Hotel, Chicago, Oct. 10-15, 
Dr. Arthur H. Dearing, 203 N. Wabash Ave., Chicago 1, Executive 
Secretary. 

Cororapo State Mepicat Society, Shirley-Savoy Hotel, Denver, Sept. 
20-23. Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Execu- 
tive Secretary. 

CONGRESS OF NEUROLOGICAL SURGEONS, Hotel Statler, Los Angeles, Oct. 
27-29. Dr. Philip D. Gordy, 1007 Delaware Ave., Wilmington, Del., 
Secretary. 

DeL_aware, Mepicat Society or, Delaware Academy of Medicine, 
Wilmington, Oct. 17-18. Dr. Norman L. Cannon, 621 Delaware Ave., 
Wilmington, Secretary. 

District oF COLUMBIA, MEDICAL SOCIETY OF THE, Hotel Statler, Wash- 
ington, D. C., Oct. 10-12. Mr. Theodore Wiprud, 1718 M St., N.W., 
Washington 6, D. C., Executive Director. 

GERONIOLOGICAL SocreTy, Sheraton-Belvedere Hotel, Baltimore, Oct. 27- 
29. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

Gutr Coast Crinicat Society, Pensacola, Fla., Oct. 27-28. Dr. Barkley 
Beidieman, 1750 N, Palafox St., Pensacola, Fla., Secretary. 

INDIANA StATE MepicaL ASssociATION, French Lick Springs Hotel, French 
Lick, Oct. 16-19. Mr, James A. Waggener, 23 East Ohio St., Indi- 
anapolis 4, Executive Secretary. 

INDUSTRIAL HEALTH CONFERENCE, Shamrock Hotel, Houston, Texas, Sept. 
22-23. Dr. Sidney Schnur, 411 Medical Arts Bldg., Houston 2, Texas, 
Chairman. 

INTER-SOCIETY CyToLtoGy Councti, Statler Hotel, Cleveland, Nov. 11-12. 
Dr. Paul F. Fletcher, 634 N. ‘Grand Blvd., St. Louis 3, Secretary. 

KANSAS SOUTHWEST CLINICAL SociETY, Municipal Auditorium, Kansas 
City, Mo., Oct. 3-6. Dr. W. M. Kitchen, 306 E. Twelfth St., Kansas 
City 6e, Mo., Secretary. 

KENTUCKY STATE MEDICAL ASSOCIATION, Louisville, Sept. 27-29. Mr. J. P. 
Sanford, 620 S. Third St., Louisville, Executive Secretary. 

MICHIGAN STATE Mepicat Society, Pantlind Hotel, Grand Rapids, Sept. 
26-30. Dr. L. Fernald Foster, 606 Townsend St., Lansing 5, Secretary. 

MiIpWEsSt CONFERENCE ON RHEUMATIC Diseases, Henry Ford Hospital, 
Detroit, Oct. 5. Dr. J. J. Lightbody, 7338 Woodward Ave., Detroit 2, 
Medical Director. 

MIDWESTERN SECTION OF AMERICAN FEDERATION FOR CLINICAL RESEARCH, 
Thorne Hall, Northwestern University, and Drake Hotel, Chicago, 
Nov. 3. Dr. Robert J. Glaser, Barnes Hospital, St. Louis 10, Secre- 
tary. 
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Mississipp! Vattey Mepicat Society, Jefferson Hotel, St. Louis, Sept. 
28-30. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

MississipP! Vaitey TrUuDEAU Society, Hotel Savery, Des Moines, lowa, 
Oct. 14. Dr. Harold G. Curtis, Sunny Acres, Cuyahoga County Tuber- 
culosis Hospital, Cleveland 22, Chairman, Program Committee. 

NATIONAL ASSOCIATION FOR MENTAL HEALTH, Indianapolis, Nov. 4-6. 
Mr. Robert M. Heininger, 1790 Broadway, New York 19, Director. 

New Hampsuire Mepicat Society, Mt. Washington Hotel, Bretton 
Woods, Sept. 29-Oct. 1. Dr. Warren H. Butterfield, 18 School St., 
Concord, Secretary. 

OKLAHOMA City CLinicat Society CONFERENCE, Oklahoma City, Oct. 24- 
27. Dr. Charles E. Leonard, $12 Medical Arts Bldg., Oklahoma City 
2, Secretary. 

OMAHA Mip-West Crinicat Society, Hotel Paxton, Omaha, Oct. 24-27. 
Mrs. Anne K. Ramsey, 1031 Medical Arts Bldg., Omaha 2, Executive 
Secretary. 

OrtGon State Mepicat Society, Hotel Heathman, Portland, Sept. 28- 
Oct. 1. Dr. Richard R. Carter, 1020 S.W. Taylor St., Portland §, 
Secretary. 

PENNSYLVANIA, MepicaL Society OF THE STATE OF, William Penn Hotel, 
Pittsburgh, Sept. 18-23. Dr, Harold B. Gardner, 230 State St., Harris- 
burg, Secretary. 

POSTGRADUATE ASSEMBLY IN ENDOCRINOLOGY AND METABOLISM, Indian- 
apolis, Sept. 26-Oct. 1. Dr. John J. Mahoney, Assistant Dean, Indiana 
University School of Medicine, 1040 W. Michigan St., Indianapolis 7. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Billings, Mont., Oct. 7-8. Dr. Harold W. Gregg, 103 North Wyoming 
St., Butte, Governor. 

Charleston, S. C., Oct. 7-8. Dr. Robert Wilson, 165 Rutledge Ave., 
Charleston, S. C., Governor. 

Buffalo, N. Y., Oct. 14. Dr. John H. Talbot, 100 High St., Buffalo 3, 
N. Y., Governor. 

Madison, Wis., Oct. 15. Dr. Frederick W. Madison, 42§ East Wis- 
consin Ave., Milwaukee 2, Governor. 

Louisville, Ky... Nov. 5. Dr. Sam A. Overstreet, 332 West Broad- 
way, Louisville, Ky., Governor. 

Newark, N. J., Nov. 9. Dr. Edward C. Klein Jr., 6 S. Kingsman Rd., 
South Orange, N. J., Governor. 

Society OF CLINICAL SURGERY, Hotel Roosevelt, New Orleans, Nov. 11-12. 
Dr. Frank F. Allbritten Jr., University of Kansas Medical Center, 
Kansas City, Mo., Secretary. 

TENNESSEE VALLEY MEpiIcAL ASSEMBLY, Read House, Chattanooga, Tenn., 
Oct. 344. Dr. Harry E. Jones, 109 Medical Arts Bldg., Chattanooga 2, 
Tenn., Secretary. 

THE CONSTANTINIAN Society, Sheraton-Park Hotel, Washington, D. C., 
Oct. 26-29. Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, Secre- 
tary. 

Tri-State Mepicat Society, Grim Hotel, Texarkana, Tex., Sept. 28-29. 
Dr. Karlton H. Kemp, 408 Hazel St., Texarkana, Ark., Secretary. 

VERMONT STATE Mepicat Society, Mt. Washington Hotel, Bretton Woods, 
N. H., Sept. 29-Oct. 1. Dr. James P. Hammond, 337 South St., Ben- 
nington, Secretary. 

VirGINiA, Mepicat Society oF, Hotel Jefferson, Richmond, Oct. 16-19. 
Mr. Robert I. Howard, 105 West Franklin St., Richmond, Executive 
Secretary. 

WESTERN ASSOCIATION OF RAILWAY SURGEONS, Las Vegas, Nev., Sept. 
22-24. Dr. Leo L. Stanley, 1322 Fifth Ave., San Rafael, Calit., Sec- 
retary. 

WESTERN ORTHOPEDIC AssocIATION, The Reef, Honolulu, Hawaii, Nov, 
7-10. Dr. Ivar J, Larsen, 1133 Punchbowl, Honolulu 13, Hawaii, 
Secretary. 

WeSTERN SocieTy OF ELecTRO-ENCEPHALOGRAPHY, Westward Ho Hotel, 
Phoenix, Ariz., Nov. 10-12. Dr. Sylvester N. Berens, 902 Boren Ave., 
Seattle, Secretary. 

FOREIGN AND INTERNATIONAL 

CANADIAN SOCIETY FOR THE Stupy OF Fertitity, Royal York Hotel, 
Toronto, Ont., Canada, Oct. 6-8. Dr. Earl R. Plunkett, 469 Waterloo St., 
London, Ont., Canada, Secretary. 

CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusiic, Rome, Italy, Apr. 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1°', France, Secretary-General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 

CONGRESS OF INTERNATIONAL SOCIETY OF HEMATOLOGY, Hotel Statler, 
Boston, Mass., U.S.A., Sept. 3-8, 1956. Dr. W. C. Moloney, 39 Bay 
State Road, Boston, Mass., U.S.A., Secretary. 

CONGRESS OF INTERNATIONAL SOCIETY FOR RESEARCH ON ANESTHESIA, Miami 
Beach, Fla., U.S.A., Mar. 12-15, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Dubrovnik, Yugoslavia, Sept. 19-24. Dr. Jovanovic, Head Office, Yugo- 
slav Railway, Belgrade, Yugoslavia, President. 

CONGRESS OF INTERNATIONAL UNION AGAINST VENEREAL DISEASES, Naples, 
Italy, Sept. 25-28. For information address: Prof. Monacelli, University 
of Naples, Dept. of Dermatology, Naples, Italy. 

CONGRESS OF LATIN SOcIETY OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 
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EUROPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, May 1956. Prof. 
Umberto Serafini, Largo della Gancia §, Rome, Italy, Secretary- 
General. 

EUROPEAN SYMPOSIUM ON VITAMIN Bye, Hamburg, Germany, May 1956. 
For information write: Doz. Dr. H. Bauer, Nervenklinik. Hamburg- 
Eppendorf, Germany. 

INTERNATIONAL ACADEMY OF LEGAL AND Social Mepicine, Plenary Con- 
ference, Genoa, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL ACADEMY OF PatHOoLOGy, Cincinnati, Ohio, U. S. 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL ScI- 
FENCES, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N. 
Fenton, National Research Council, Division of ae a and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF EUROPEAN SocieTY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br.. Germany, Chairman. 

INTERNATIONAL CONGRESS FOR THE History OF Science, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence. Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HypDatTID Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mac- 
kenzie King, Athens, Greece, Secretary-General. 

INTERNATIONAL CONGRESS OF INIERNAL Mbrpicine, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No. 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Buenos 
Aires, Argentina, S. A., Nov. 19-24, 1956. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGY, Buenos Aires, Argentina, S. A., Oct. 28-29. Dr. Juan Carlos 
Arauz, Cangalio 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INTERNATIONAL CONGRESS OF MEDICAL PROFESSIONAL JURISDICTION, Mept- 
CAL ETHICS, AND COMPARATIVE MepicaL Law, Paris, France, Sept. 30- 
Oct. 3. Dr. J. R. DeBray, Conseil National de L’Ordre des Medécins, 
60, Boulevard Latour-Maubourg, Paris 7e, France, Secretary General. 

INTERNATIONAL CONGRESS OF NE&O-HIPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Prof. P. Delore, 13 rue Jarente, Lyon, 
France, Secretary-General. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PHYSICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS OF WoRLD CONFEDERATION FOR’ PHYSICAL 
THERAPY, New York, New York, U. S. A., June 17-23, 1956. For infor- 
mation address: Miss Mildred Elson, American ~~ _—— Asso- 
ciation, 1790 Broadway, New York 19, New York, U. 

INTERNATIONAL GENERAL MEDICAL CONGRESS, University br ane Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium. 

INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, 
Madrid, Spain, Sept. 28-29, 1956. Dr. Jacques Courtois, 1 rue Racine, 
St-Germain-en-Laye (S and Q), France, Permanent International 
Secretary-General. 

MEDICAL JOURNALISM MEETING, Vienna, Austria, Sept. 23. For infor- 
mation address: World Medical Association, 345 East 46th St., New 
York, N. Y., U.S.A. 

NorTH QUEENSLAND Mepicat Conference, Cairns, North Qucensland, 
Australia, June 25-30, 1956. Dr. W. R. Horsfall, P.O Box 672, 
Cairns, N.Q., Australia, Secretary. 

PAN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For information address: 
Secretary, Caseros Av. 2154, Buenos Aires, Argentina, S. A. 

Pan AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

Pan AMERICAN MEDICAL SOCIAL CONVENTION, Bogota, Colombia, S. A., 
Oct. 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
§06, Apartado 2589, La Habana, Cuba, Secretary. 

Pan AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
1956. For information address: Dr. Eva Cutright, 458 Beall Ave., 
Wooster, Ohio, U. S. A. 

VENEZUELAN CONGRESS OF MEDICAL SCIENCES, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

WorRLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S. Andrea della Dame, 
19, Naples, Italy. 

WORLD MEDICAL ASSOCIATION, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 


f 
/ 


204 MAGAZINE-TELEVISION REPORT 


EXAMINATIONS 
AND LICENSURE 


ENAMINING BOARDS EN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. New York City, Oct. 23-27. 
Written. Various locations in United States and Canada, July 20, 1956. 
Final date for filing application is Jan. 20. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Harttord 15. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Oral. Washington, 
D. C., Oct. 14-16. Final date for filing application was March 15. Sec., 
Dr. B. M. Kesten, One Haven Ave., New York 32, N. Y. 


AMERICAN BOARD OF INTERNAL Mepicine: Oral. Portland, Ore., Sept. 14-16; 
Chicago. Nov. 30-Dec. 1. Subspecialties. Cardiovascular Disease. Chicago, 
Nov. 30. The closing date for acceptance of applications for gastro- 
entcrology was Feb. 1, and for cardiovascular disease the closing date 
was June 1. Exec. Sec., Dr. William A. Werrell, 1 West Main St., Madi- 
son 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Oral examinations given in Spring and Fall. Final date for filing appli- 
cation for the Spring examination is October 1, for the Fall examina- 
tion Apri: 1. Sec., Dr. Leonard T. Furlow, Washington University School 
ot Medicine, St. Louis 10. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written Examination 
and submission of Case Reports. Part 1. Various locations in United 
States and Canada, and military centers outside of the Continental United 
States, Feb. 3, 1956. Final date for filing application is Oct. 1. Oral 
and Pathological Examinations. Part Il. Chicago, May 11-20, 1956, Dr. 
Robert L. Fauikner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examination. Chicago, 
Oct. 3-7. Written. January 24-26, 1956. Practical Examination. San 
Francisco, June 18-21, St. Louis, Oct. 20-25. Applications for 1957 
written examination must be filed before July 1, 1956. Sec., Dr. Merrill 
J. King, Box 236, Cape Cottage Branch, Portland 9, Maine, 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Oral. Jan. 26-27. Final date 
for filing application was Aug. 18. Written. Various cities, April 1956. 
Final date for filing applicat'on is Nov. 30, Sec., Dr. Harold A. Sofield, 
116 South Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 3-7. Final date 
for filing application is April. Sec., Dr. Dean M. Lierle, University 
Hospitals, lowa City. 

AMERICAN BOARD OF PATHOLOGY: Written and Practical. Chicago, Oct. 
6-8. Sec., Dr. William B. Wartman, 303 E, Chicago Ave., Chicago. 


AMERICAN Boarb oF Prpiatrics: Oral. Chicago, Oct. 7-9; and Washington, 
D. C., Dec. 2-4. Admin. Sec., Mrs. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 


AMERICAN BOARD OF PHysicaL MEDICINE AND REHABILITATION, Parts ] 


and Il. Chicago, June 16-17. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 


AMERICAN BoarD OF PLastic SURGERY: Oral and Written. Philadelphia, 


Sept. 22-24. Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., 
St. Louis 8&. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. Stebbins, 615 
N. Wolfe St., Baltimore §. 


AMERICAN Board OF ProcioL_oGy: Part 1), Philadelphia, Sept. 17 
Dr. Stuart T, Ross, 131 Fulton Ave., Hempstead, N. Y. 


Sec., 


AMERICAN BOarD OF PSYCHIATRY AND NeurROLOGY: San Francisco, Oct. 
17-18; New York City, December, Philadelphia, April 16-18, 1956. Sec., 
Dr. David A. Boyd, 102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BoarD OF RapDtoLoGy: Chicago, Dec. 4. Final date for filing 
applications for the fall examination was July 1. Candidates who will 
complete their training by Dec. 31 will be eligible to appear for this 
examination. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Rochester, 
Minn. 


AMERICAN BoarD OF SurGery: Part 7, Centers throughout the United 
States, in Europe and in the Far East, Oct. 26 and March 28. Closing 
date for the October examination was July 1 and for the March exami- 
nation is December 1. Part I, Buffalo, Sept. 26-27; Chicago, Oct. 27-28: 
New York City, Nov. 14-15; St. Louis, Dec. 12-13; New Orleans, Jan. 
16-17; Los Angeles, Feb. 13-14; San Francisco, Feb. 16-17; Durham. 
Mar. 12-13; Boston, May 14-15 and Philadelphia, June 4-5, Sec., Dr. 
John B. Flick, 255 S. Fifteenth St., Philadelphia 2 


‘THE BOARD OF THORACIC SuRGERY: Written, Various Centers, Sept. 9. Final 
date for filing applications was July 1, Sec., Dr. Wm. M. Tuttle, 1151 
Taylor Ave., Detroit 2. 


J.A.MLA., Sept. 17, 1955 


MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Monday, Sept. 19 
ABC-TV, 9:30 p. m. EDT. “Medical Horizons” will originate 
from the University of New York College of Medicine, which 
is featuring a report on its department of psychiatry’s percep- 
tion and personality study. Presented in cooperation with the 
American Medical Association, 


Tuesday, Sept. 20 

NBC-TV, 9:30 p. m. EDT. “March of Medicine” inaugurates 
its fall series with an up-to-the-minute report on the atom 
in medicine, particularly in the use of radioactive isotopes 
to combat cancer. Features pickups from the University of 
Texas M. D. Anderson Hospital, in Houston, Columbia Uni- 
versity College of Physicians and Surgeons, in New York, and 
Johns Hopkins University, in Baltimore. Presented in co- 
operation with the American Medical Association. 


Wednesday, Sept. 21 
NBC-TYV, 11:30 a. m. EDT. “Medical and Health News with 
Howard Whitman,” a segment of the “Home” program. 


MAGAZINES 


Saturday Evening Post, Sept. 10, 1955 
“Where Are We Now on Polio?” by Steven M. Spencer 

In a roundup of events since the Salk poliomyelitis vaccine 
was announced last April, Mr. Spencer states: “In spite of 
all difficulties, most scientists familiar with the situation 
believe that the vaccine, developed by Dr. Jonas E. Salk, 
... has great promise. And there is every reason to hope 
that the Salk formula, or a modification of it, will in time 
reduce the toll of paralytic polio.” The author's conclusion 
is that, “Until many more facts are in, the question of 
whether or not to give the Salk vaccine remains one for 
the doctor and the parent to decide.” 


Town Journa!, September, 1955 
“Triumph over Mental Illness,” by Howard LaFay 

“Science has at last found chemicals—drugs with strange 
names like chlorpromazine, reserpine and Frenquel—that 
help to heal sick minds.” The author reports that researchers 
can muster strong evidence to support their ideas about 
the physical nature of mental disease and that drugs, when 
combined with psychotherapy, often “lead the way to 
permanent, basic cures.” 


Family Weekly Magazine, Sept. 11, 1955 
“Do You Make Par as a Patient?” by Charles and Jean 
Komaiko 
A series of questions reveal the importance of a proper 
patient-doctor attitude. 


Life, Sept. 5, 1955 


“Poison Ivy Picker of Pennypack Park” 
“Farmers and suburbanites |have] reason to hope for the 
first practical ivy immunizer before the poisoning season 
of 1956.” Tesis are being conducted on the efficacy of an 
experimental poison ivy vaccine developed by Columbia 
University’s Dr. Charles R. Dawson. 
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GOVERNMENT SERVICES 


AIR FORCE 


Industrial Physician Wanted.—A vacancy exists at Brookley Air 
Force Base, Alabama, for a medical officer in industrial health 
and medicine, GS-12, $7,570 per annum. Persons interested in 
this position should submit an application for federal employ- 
ment (standard form 57) to W. N. Ballard, Chief, Placement and 
Employee Relations Branch, Civilian Personnel Division. These 
federal forms are available at any first-class or second-class 
post office. 


ARMY 


Personal.—Col]. Clinton S. Maupin, M. C., a nuclear energy 
authority, has been made a special assistant to the surgeon 
general. Col. Charles L. Leedham, M. C., chief, education 
and training division, Office of the Surgeon General, retired 
from the Army on Aug. 31 after 26 years of service. He has 
accepted a posiiion as director of education, Frank FE. Bunts 
Educational Institute of the Cleveland Clinic Foundation, 
Cleveland. The commandant of the Army Medical Service 
Graduate School, John R. Wood, at Walter Reed, has been made 
a brigadier general. Prior to coming to Walter Reed, General 
Wood was chairman of the Medical Research and Development 
Board in the surgeon general’s office. 


ATOMIC ENERGY COMMISSION 


Dr. Shilling Named to AEC Post.—The Atomic Fnergy Com- 
mission announced the appointment of Dr. Charles W. Shilling 
as special assistant to the director of the commission's division 
of biology and medicine. Dr. Shilling, who recently retired from 
the Navy after 28 years of service, will assist Dr. John C. Bugher, 
director of the division of biology and medicine, in the admin- 
istration and coordination of the commission’s medical, biologi- 
cal, and biophysics research programs. Dr. Shilling, born in 
Indiana, holds a B.S. degree from Taylor University in Indiana 
and a B.A. degree from the University of Michigan. He re- 
ceived an M.D. degree from the University of Michigan Medi- 
cal School and attended the Harvard School of Public Health 
in 1932-1933. 

In the Navy, Dr. Shilling was assigned to various submarine 
bases. He conducted research in safety, salvage, and escape 
equipment for submarines. He became a qualified deep sea diver, 
In 1939, he was senior medical officer in the rescue of per- 
sonnel from the stricken submarine U.S.S. Squalus. In 1947, 
Dr. Shilling joined the Office of Naval Research, where he served 
for six years. In 1953 he was transferred to the Naval Academy, 
where he filled concurrent assignments as senior medical officer 
and head of the depariment of hygiene. 


Discontinue Distribution of Cyclotron-Produced Radioisotopes. 
—The chairman of the U. S. Atomic Energy Commission has 
announced that the commission will discontinue, effective Nov. 
30, its program for the processing and distribution of cyclotron- 
produced radioisotopes. The decision will not affect the com- 
mission’s program for the production and distribution of re- 
actor-produced radioisotopes and electromagnetically-concen- 
trated stable isotopes. The bulk of the radioisotopes distributed 
by the commission has been produced in reactors. The com- 
mission will also continue to perform, on payment of applicable 
charges, service irradiations in its cyclotrons. The AEC began 
the production and distribution of cyclotron-produced radio- 
isotopes in 1949 to assist medical and biological research by 
providing radioisotopes that could not be produced in a nuclear 
reactor or could not be prepared from reactor-produced radio- 
isotopes to meet activity specifications. The more important of 
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these radioisotopes are beryllium 7, sodium 22, arsenic 73 and 
74, iron 59, zine 65, and iodine 125. This program ts being dis- 
continued because it is an activity that, it appears, may now 
be performed by private groups, and the commission program 
is no longer necessary to make these materials available for 
research. A total of 793 shipments of cyclotron produced radio- 
isotopes with a total activity of 4,065 me. was distributed trom 
June, 1949, through June, 19598. 


NAVY 


Annual Medico-Dental Symposium.—I he sixth Annual Military 
Medico-Dental Symposium for all armed forces medical person- 
nel of the United States will be held at the U. S. Naval Hos- 
pital, Philadelphia, Oct. 17-23. The program has been planned 
to present professional advances developed by both civilian and 
military services. Special sessions are planned for officers in the 
medical, surgical, dental, and administrative fields. Medical de- 
partment officers, whether on active or inactive duty, are urged 
to attend. Medical department officers on active duty may be 
given “authorization orders” (at no expense to the government) 
in accordance with current instructions. The chief of naval per- 
sonnel approved this symposium for the awarding of retirement 
point credits to those eligible Naval Reserve officers attending. 
Information on the symposium may be obtained from the Dis- 
trict Medical Office, Building 4, U. S. Naval Base, Philadelphia 


Medical Reserve Program Officer Billets. —Applications for tull- 
time active duty as a medical reserve program officer are de- 
sired from qualified reserve medical officers whose rank is com- 
mander or captain and who desire to serve on active duty for 
a period of two years or longer. The duties of a medical re- 
serve program officer, whose function is to assist the district 
medical officer in carrying out the directives of the commandant 
in regard to the medical reserve program, offer an interesting 
job to the senior reserve medical officer. In addition to accruing 
one retirement point toward Naval Reserve retirement for each 
day of active duty performed, medical reserve program officers 
receive the full pay and allowances of their grade plus the addi- 
tional $100 per month authorized for medical officers on ex- 
tended active duty. For information, write to the Chief, Bureau 
of Medicine and Surgery (Code 36), Navy Department, Wash 
ington 25, D. C, 


Research Unit No. 3; Cairo, Egypt.—Dr. Dorothy M. Horst- 
mann, associate professor of preventive medicine, Yale Univer- 
sity School of Medicine, New Haven, Conn., presented an in- 
formal lecture on poliomyelitis on July 27. Dr. Max Theiler. 
director, Rockefeller Foundation Laboratories in the Rockefeller 
Institute, visited the unit on Aug. 3. Dr. Theiler, who was 
awarded a Nobel prize for work on a yellow fever vaccine. was 
making a tour of Africa in connection with his work on virus 
diseases. Capt. Joe L. Stockard, M. C., U. S. Army, visited the 
unit the first week of August, while returning to the United 
States after spending 10 months at the U. S. Army medical re- 
search unit at the Medical Research Institute, Kuala Lumpur, 
Malaya. Capt. Stockard spoke to the staff on his experiences 
with leptospirosis in Malaya, a disease that has been responsible 
for one-third of cases of persons hospitalized for fever of un- 
determined eticlogy in) Malaya. 


VETERANS ADMINISTRATION 


Personal.— Dr. Oliver W. Greer, manager of the Veterans Ad- 
minisiration Hospital in Newington, Conn., has been appointed 
manager of the VA Hospital at Lake City, Fla., succeeding Dr. 
Oma E. Herndon, who was transferred to VA regional office in 
Atlanta, Ga.———Dr. William K. Freeman, manager, VA Hos- 
pital in Gulfport, Miss., has been named to the same position at 
the hospital in Downey, IIl., succeeding Dr. Lee G. Sewall. who 
has been appointed manager of the VA Hospital in Pittsburgh. 
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DEATHS 


Branton, Alloys Franklin # Chattanooga, Tenn.; born in Minne- 
apolis May 19, 1895; University of Minnesota Medical School, 
Minneapolis, 1920; served during World War I; fellow of the 
American College of Hospital Administrators; past-president 
and secretary of the Minnesota Hospital Association and the 
Tennessee Hospital Association; member of the council on gov- 
ernment relations and committee of veterans’ relations of the 
American Hospital Association; president-elect of the Chatta- 
nooga Area Heart Association; in May, 1954, was appointed 
a member of the state commission on hospital licensing; retired 
as administrator of the Carver Memorial Hospital, T. C. Thomp- 
son Children’s Hospital, and the Baroness Erlanger Hospital, 
where he died July 26, aged 60, of cerebral hemorrhage. 


Palmer, Theodore Sherman, Washington, D. C.; born in Oak- 


land, Calif., Jan. 26, 1868: Georgetown University School of, 


Medicine, Washington, 1895; in 1889 joined the Bureau of the 
Biological Survey of the U. S. Department of Agriculture, re- 
tiring July 1, 1933; secretary of the American Ornithologists 
Union from 1917 to 1937; president emeritus since 1941 of the 
District of Columbia Audubon Society; vice-president of the Na- 
tional Association of Audubon Societies from 1905 to 1935 and 
of the American Society of Mammalogists from 1928 to 1934; 
member of many scientific societies; author of several books; 
died July 23, aged 87, of chronic myocarditis and cardiovascular 
renal disease. 

Darby, John Charles, Hudson, Ohio; born in 1874; Western Re- 
serve University Medical Department, Cleveland, 1900; from 
1901 to 1911 on the faculty of his alma mater; for many years 
secretary of the Soldiers and Sailors Monument Commission; 
veteran of the Spanish-American War; served as major on the 
Mexican border; the French government awarded him the Croix 
de Guerre for his World War I service; served on the staffs of 
the University Hospitals and Woman’s Hospital in Cleveland; 
died in the Lakeside Hospital, Cleveland, July 30, aged 80, of 
coronary disease. 


Shepherd, Ford ® Santa Cruz, Calif.; Stanford University School 
of Medicine in San Francisco, 1940; specialist certified by the 
American Board of Radiology; member of the Radiological 
Society of North America and the American College of Radi- 
ology; interned at the San Francisco Hospital, where he later 
served a residency; formerly a resident at the Sonoma County 
Hospital in Santa Rosa and the Stanford University Hospitals in 
San Francisco; served during World War II; died July i7, aged 
42, of subacute yellow atrophy of the liver and myocardial in- 
sufficiency. 

Abrams, Julius Leonard, New York City; University and Belle- 
vue Hospital Medical College, New York City, 1917; member 
of the Medical Society of the State of New York; died April 
1, aged 66, of a heart attack. 


Allen, Joseph Lee ® Greenfield, Ind.; Medical College of Indi- 
ana, Indianapolis, 1904; served as coroner of Hancock County; 
died in the Veterans Administration Hospital, Marion, June 4, 
aged 80, of coronary thrombosis. 


Askew, Rufus Andrew * Atlanta, Ga.; University of Georgia 
School of Medicine, Augusta, 1938; member of the Industrial 
Medical Association; served during World War I; died July 5, 
aged 48. 


Beard, Joseph Sidney * Fdison, Ga.; Atlanta College of Physi- 
cians and Surgeons, 1910; died June 1, aged 75, of cancer. 


Brower, Charles J. * Spring City, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1894; an associate member of the Ameri- 
can Medical Association; served on the staff of the Phoenix- 
ville (Pa.) Hospital; died April 25, aged 83, of cancer of the 
bladder. 


@ Indicates Member of the American Medical Association. 


Burrell, Henry J, ® Benton Harbor, Mich.; University of Michi- 
gan Homeopathic Medical School, Ann Arbor, 1914; served dur- 
ing World War 1; formerly on the staff of the Mercy Hospital; 
died in Dowagiae July 25, aged 81. 


Butler, Edmund William * San Francisco; Cooper Medical Col- 
lege, San Francisco, 1911; formerly on the faculty of Stanford 
University School of Medicine; member of the founders group 
of the American Board of Surgery; fellow of the American Col- 
lege of Surgeons; served overseas during World War I; past- 
president of the San Francisco Surgical Society; associated with 
the Chinese, San Francisco, St. Mary’s, and Stanford University 
hospitals; died in Sebastopol, July 31, aged 68. 

Carey, David Stewart ® Freehold, N. J.; Fordham University 
School of Medicine, New York City, 1909; served during World 
War I; for many years school physician and county jail physi- 
cian; on the staff of the Monmouth Memorial Hospital in Long 
Branch, where he died July 19, aged 69, of adenocarcinoma of 
the stomach with metastases. 


Carter, Edward Perkins, Bronxville, N. Y.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1894; member 
of the Association of American Physicians; formerly on the 
faculty of Western Reserve University School of Medicine in 
Cleveland, where he was on the staff of the Lakeside Hospital, 
and the Johns Hopkins University School of Medicine in Balti- 
more: died July 31, aged 85, of pernicious anemia. 


Corry, John A. ® Barnesville, Ga.; University of Georgia Medi- 
cal Department, Augusta, 1898; served as chairman of the 
county board of health and as a member of the state board of 
health; charter member and first president of Barnesville Rotary 
Club: died July 4, aged 78. 


Cowden, Arthur McCluney * Mobile, Ala.; University of Ala- 
bama School of Medicine, 1916; member of the American 
Academy of General Practice; past-president of the Medical 
Society of Mobile County; served during World War I; medical 
examiner for the Mobile County Draft Board during World 
War II; past-president of the staff of the Mobile Infirmary; on 
the staffs of the Mobile City Hospital and the Providence Hos- 
pital; died Aug. J, aged 65, of coronary occlusion. 


Daniele, Joseph Americo, Crestline, Calif.; University of Cali- 
fornia Medical School, San Francisco, 1936; interned at St. 
Joseph's Hospital in San Francisco; died July 27, aged 45, of 
pulmonary tuberculosis. 


Dean, Frank Wilson * Council Bluffs, lowa; University of Min- 
nesota College of Medicine and Surgery, Minneapolis, 1890; 
specialist certified by the American Board of Ophthalmology 
and the American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryngology; fel- 
low of the American College of Surgeons; en the staff of the 
Jennie Edmundson Memorial Hospital; died July 3, aged 92, 
of arteriosclerotic heart disease. 


deBoe, Michael Price # Coral Gables, Fla.; born in Bedford 
County, Va., Nov. 29, 1885; University College of Medicine, 
Richmond, 1908; specialist certified by the American Board of 
Otolaryngology; member of the American Academy of Oph- 
thalmology and Otolaryngology; fellow of the American College 
of Surgeons; served during World War I; associated with the 
Jackson Memorial, Victoria, and Mercy hospitals in Miami; died 
in the Veterans Administration Hospital June 28, aged 69, of 
myocardial infarction and coronary arteriosclerosis. 
Deuterman, Joel LeRoy # Elgin, Ill; University of Virginia 
Department of Medicine, Charlottesville, 1930; interned at the 
Virginia Mason Hospital in Seattle; later a fellow at the Mayo 
Foundation in Rochester, Minn.; specialist certified by the 
American Board of Surgery; fellow of the American College 
of Surgeons; served during World War II; on the staffs of the 
Sherman Hospital and St. Joseph Hospital, where he died Aug. 
7, aged 53, of malignant tumor of the pituitary gland. 
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Dew, Roderick ® Woodford, Va.; Medical College of Virginia, 
Richmond, 1892; died July 1, aged 88, of coronary thrombosis. 


Dunn, Charles Hunter, Hopewell Junction, N. Y.: Harvard 
Medical School, Boston, 1900; at one time on the faculty of his 
alma mater; died in St. Francis Hospital in Poughkeepsie July 19, 
aged 79, of injuries received in an autombile accident. 


Edmunds, Fred Andrew # Bethel, Vt.; Baltimore Medical Col- 
lege, 1903; died July 17, aged 77, of coronary infarction. 


Edwards, Robert William * La Grange, Ill; University of Ili- 
nois College of Medicine, Chicago, 1926; member of the Ameri- 
can Academy of General Practice; served during World Wars I 
and II; since May, 1950, health officer of La Grange; on the staffs 
of the West Suburban Hospital in Oak Park, MacNeal Me- 
morial Hospital in Berwyn, and the Hinsdale (IIl.) Sanitarium 
and Hospital; died Aug. 10, aged 56, of coronary occlusion. 


Emery, Walter Vanalystyne * Chester, Pa.; Western Pennsyl- 
vania Medical College, Pittsburgh, 1906; past-president of the 
Delaware County Medical Society; on the staffs of the J. Lewis 
Crozer Homeopathic Hospital and the Chester Hospital in 
Chester, and the Taylor Hospital in Ridley Park, where he died 
July 20, aged 74, of cerebral vascular accident. 


Gould, William B. ® Glenwood, Ark. (licensed in Arkansas in 
1903); served as president of the Bank of Glenwood and as a 
member of the board of education; died Aug. 2, aged 81, of 
arteriosclerotic heart disease. 


Griffiths, Albert Farnsworth, Bayside, N. Y.; Harvard Medical 
School, Boston, 1901; died July 22, aged 77, of coronary 
occlusion, 


Grindle, J. Lowell, Northeast Harbor, Maine; Medical School 
of Maine, Portland, 1903; died July 8, aged 78. 


Hall, Chester Garfield ® Portland, Ore.; University of Oregon 
Medical School, Portland, 1904; associated with St. Vincent’s, 
Emanuel, and Providence hospitals; died in Gold Beach July 
23, aged 74, of a heart attack. 


Hammer, Howard John @ San Francisco; Wayne University Col- 
lege of Medicine, Detroit, 1935; specialist certified by the Ameri- 
can Board of Urology; member of the American Urological 
Association; served during World War II; on the staffs of the 
Stanford University, St. Francis Memorial, and French hos- 
pitals; died Aug. 3, aged 46. 


Hanson, Clarence B., Sioux City, lowa; Sioux City College of 
Medicine, 1907; died July 21, aged 81. 


Harms, Albert Oscar, Kansas City, Kan.; Kansas City (Mo.) 
Homeopathic Medical College, 1902; served on the staffs of 
the Bethany and St. Margaret’s hospitals; died Aug. 3, aged 76, 
of coronary sclerosis. 


Harris, Gracchus Crawford Jr., Navasota, Texas: Baylor Uni- 
versity College of Medicine, Dallas, 1936; interned at the Jef- 
ferson Davis Hospital in Houston; served during World War 
II; died July 21, aged 46. 


Keefe, George Gregory ® West Hartford, Conn.; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1922; on the staff of St. Francis Hospital, 
Hartford, where he died July 21, aged 59, of cerebral vascular 
accident. 


Kibler, Francis Elmo * Colorado Springs, Colo.; University of 
Colorado School of Medicine, Denver, 1933; specialist certified 
by the American Board of Surgery; interned at the Ancker Hos- 
pital in St. Paul where he served a residency; served in the U. S. 
Naval Reserve during World War II; on the staffs of Glockner- 
Peniose Hospital, St. Francis Hospital, and Memorial Hospital; 
died May 11, aged 47, of cerebral vascular accident and hyper- 
tension. 


Kirgan, Joseph William, Cincinnati; Miami Medical College, 
Cincinnati, 1903; died in Boardman River, Mich., July 5, aged 
80), 


Koefoot, Theodore Henry © Broken Bow, Neb.; Chicago College 
of Medicine and Surgery, 1913; served during World War I; 
died in Clarkson Hospital, Omaha, June 19, aged 64, of coronary 
arteriosclerosis. 
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La Fond, Dolor Joseph Arthur, Ponte Vedra Beach, Fla.; Uni- 
versity of Tennessee College of Medicine, Memphis, 1919; mem- 
ber of the Massachusetts Medical Society; died July 2, aged 64. 


Lang, William Peter ® Philadelphia; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1901; fellow of the American 
College of Surgeons; died in Wildwood, N. J., July 24, aged 76, 
of diabetes, cerebral hemorrhage, and arteriosclerosis. 


Laws, Harry John * Lafayette, Ind.; University and Bellevue 
Hospital Medical College, New York City, 1907; early in his 
career secretary of the Tippecanoe County Medical Society; 
member of the American Academy of General Practice; city 
health officer; served during World War I; died May 20, aged 71, 
of coronary occlusion. 


Leuty, Joseph David ® Farmington, Wash.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1898; died in 
Medical Lake, June 18, aged 80, of a heart attack. 


MacDougall, Walter Hope # Oswego, Ore.; University of Bom- 
bay, India, 1919; served during World War II; on the staff of 
the Good Samaritan Hospital in Portland, where he died June 29, 
aged 60, of coronary heart disease and cerebral thrombosis. 


Mandelbaum, George Murray, Philadelphia: George Washington 
University School of Medicine, Washington, D. C., 1926; on the 
staff of the Albert Einstein Medical Center-Northern Division; 
died July 5, aged 53, of coronary disease. 


Neuwelt, Frank © Gary, Ind.; University of Chicago Medical 
School, 1937; certified by the National Board of Medical Exam- 
iners; specialist certified by the American Board of Internal 
Medicine; formerly a resident at the Michael Reese and the 
Cook County hospitals in Chicago; assistant professor of medi- 
cine at the Chicago Medical School; died in Wesley Memorial 
Hospital, Chicago; July 4, aged 43, of cerebral hemorrhage. 


Parker, James William, Peoria, Ill.; State University of lowa 
College of Homeopathic Medicine, lowa City, 1888; died in the 
Proctor Hospital April 4, aged 87, of cerebral hemorrhage and 
arteriosclerosis. 


Petty, Lester Edwin, Borger, Texas (licensed in Texas under the 
Act of 1907); member of the State Medical Association of Texas; 
past-president of the Hutchinson-Carson Counties Medical So- 
ciety; for many years city health officer; died May 30, aged 81, 
of emphysema and arteriosclerosis. 


Rosser, Robert Guthrie ® Vass, N. C.; North Carolina Medical 
College, Charlotte, 1909; member of the American Academy of 
General Practice; for many years secretary of the Moore County 
Medical Society; on the courtesy staff of the Moore County 
Hospital in Pinehurst; died in Pinehurst July 17, aged 74, of 
arteriosclerosis and uremia. 


Scheffel, Cari, Miami, Fla.; College of Physicians and Surgeons, 
Boston, 1914; joint author of “Jurisprudence for Nurses” and 
author of “Medical Jurisprudence”; died July 18, aged 68, of 
coronary occlusion and diabetes mellitus. 


Shurtz, Richard Charles * Champaign, Ill.; University of Illi- 
nois College of Medicine, Chicago, 1927; at one time coroner 
of Champaign County; died in the Mercy Hospital, Urbana, 
July 29, aged 60, of acute bacterial endocarditis. 

Talbot, Robert Emmett * Wilder, Idaho; University of Colo- 
rado School of Medicine, Denver, 1914; served during World 
War II; on the staff of the Caldwell (Idaho) Memorial Hos- 
pital; died in Boise June 19, aged 65, of obstructive emphysema 
and bronchopneumonia. 


Wilson, Benjamin Ralph * Sharpsburg, Ky.; University of 
Louisville (Ky.) School of Medicine, 1931; member of the 
American Academy of General Practice; member of the city 
council; on the staff of the Mary Chiles Hospital in Mount 
Sterling, where he died May 11, aged 52, of polycythemia vera 
with myeloid degeneration. 


Yates, Joseph Earnest * Sacramento, Calif.; College of Physi- 
cians and Surgeons of San Francisco, 1904; for many years on 
the staffs of the Sutter General Hospital and Mercy Hospital; 
died July 19, aged 74, of cerebral hemorrhage and arterio- 
sclerosis. 
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BRAZIL 


Pulmonary Resection in Tuberculosis.—Dr. Jesus Zerbini and 
his co-workers in Revista Paulista de Medicina (45:325, 1955) 
reported on the results in 255 tuberculous patients in whom 
pulmonary resection was performed. Age of patients varied 
between 13 and 61 years, most being in the third decade of life. 
The authors performed 89 pneumonectomies, 113 lobectomies, 
14 lobectomies plus segmental resections, and 39 simple seg- 
mental resections. Surgery was obligatory in 185 patients with 
extensive unilateral tuberculosis, tuberculomas, bronchiectasis, 
large cavities of the superior lobe, failure of collapsotherapy, 
and the like and elective only in those with localized lesions. 
The series was divided into the following three groups: the iirst 
included patients operated on without the use of antibiotics; 
the second, patients previously treated with streptomycin (mainly 
collapsotherapy failures); and the third, patients who before 
and after operation had had adequate treatment with antibiotics. 
The analysis of data shows a marked decrease of incidence and 
case fatality rates of all main postoperative complications. For 
instance, disseminations were found in 40.7° of the patients 
in the first group, in 18.4% of those in the second, and in 6.5% 
of those in the third, with a case fatality rate of 29.6% in the 
first group, 10.5° in the second, and no deaths in the third. 
Similarly, bronchial fistulas appeared in 48.10 of the patients 
in the first group, 21.0% of those in the second, and 15.1% 
of those in the third, while the case fatality rate was 28.8% 
in the first group, 10.5% in the second, and 1.3°¢ in the third. 
As the authors’ experience increased they observed a gradual 
decrease in large resections, while less mutilating operations be- 
came more frequent. Pneumonectomies, lobectomies, and simple 
segmental resections represented 40.7, 48.1, and 11.2% of the 
operations, respectively, in the first group, and 56.5, 42.1, and 
1.4% in the second group. In the third group, pneumonectomies 
represented only 23.0°, lobectomies 44.7°, segmental resec- 
tions 25.0%, and lobectomies plus segmental resections, 7.3%. 
The case fatality rate for pneumonectomies, 18.5 and 23.3% 
in the first and second groups, fell to 3.2 in the third. The 
case fatality rate for lobectomies tell from 25.9% in the first 
group to 10.5% in the second and 1.3% in the third. There 
was a similar reduction in the case fatality rate for segmental 
resections. The results observed in the active series were: clini- 
cally cured patients 74.5; case fatality rate directly related to 
resection 11.7°@; and case fatality rate indirectly related to re- 
section 3.5¢¢. Eighteen patients were operated on recently, with 
results still to be judged (6.2%). The separate study of each 
type of resection in the third and last group of 152 patients 
shows the results obtained in each operation: 35 pneumon- 
ectomies were performed showing 71.4% clinical cures and a 
case fatality rate of 14.2% ; 68 lobectomies showed 91.9% clini- 
cal cures and a case fatality rate of 1.4%; 38 segmental resec- 
tions showed 78.9‘ clinical cures and no deaths; and 11 
lobectomies plus segmental resection showed 54.5% clinical 
cures and no deaths. . 


Infantile Diarrhea.—At a recent meeting of the Associagao 
Paulista de Medicina, Dr. Guilherme Mattar and his co-workers 
of the department of pediatrics of the Sao Paulo State Univer- 
sity presented a study on the disturbances of electrolytes in in- 
fantile diarrhea. They began by stating that the routine treat- 
ment of dehydration by means of a standardized plan, without 
the individualization of the losses of water and electrolytes in a 
particular patient, is not the best treatment for dehydrated chil- 
dren. The knowledge of the electrolytic alterations of the serum, 
through the determination of the several ions, contributes to a 
more correct therapeutic orientation, but it does not reveal the 
true deficits of the several electrolytes, owing to the dispropor- 
tion between their losses and that of water. Only by means of 
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precise Metabolic balances may we determine in vivo the total 
quantitative losses of water and electrolytes in dehydration, The 
difficulties inherent in metabolic balance studies in small chil- 
dren explain the rarity of such investigations. 

The authors performed their investigations on two children 
aged 4 and 9 months respectively. Both showed qualitatively 
similar disturbances with marked losses of sodium, chlorine, 
potassium, calcium, nitrogen, and, in one case, of phosphorus, 
independent of tissue destruction. The losses of sodium were 
predominant in the extracellular spaces, but the deviations of 
sedium toward the interior or the exterior of the cells, accord- 
ing to the phase of dehydration or recuperation, were significant. 
Comparable transfers of cellular potassium occur in the reverse 
direction to balance the deviation of sodium. Sodium lost from 
the extracellular fluid was equivalent to half (case 1) and twice 
(case 2) the estimated normal extracellular content of the infant. 
In both patients significant amounts of sodium lost from the 
extracellular spaces were due to transfer of this ion to the intra- 
cellular fluid. These transfers contributed to the establishment 
of acidosis, and they were equivalent to one and one-half times 
and two times the estimated normal content of the intracellular 
fluid or to about one-third of the total extracellular sodium. 
The losses of intracellular potassium were marked in both pa- 
tients and could not be explained by the protein disintegration. 
These losses were estimated as 20 and 28.6%, respectively, of 
the estimated amount of intracellular potassium, or the equiva- 
lent of a little more than half the estimated extracellular sodium. 
Significant losses of calcium occurred in both infants. In one, 
loss of phosphorus not proportionate to loss of nitrogen was seen 
and equalled 20% of the estimated normal content of the tis- 
sues. Hypocalcemia appeared in the infant in case | when the 
acidosis was already corrected; loss of phosphorus was present 
in the second infant before the correction of acidosis. In 
both patients the symptoms and the biochemical disturbances 
frequently described in medical literature were not observed. 
The authors attributed this absence to the use by them early 
in the treatment of hydrating solutions with the ions necessary 
to replace the intracellular deficits, 


Reservoirs of Schistosoma Mansoni.—At a recent meeting of 
the Brazillian Society of Hygiene. Dr. A. V. Martins, of the 
Minas Gerais State University, reported a new and unexpected 
aspect of the epidemiology of intestinal schistosomiasis. Im- 
; ressed by the discovery by Kuntz and Schwetz in Africa of 
sylvatic reservoirs of Schistosoma mansoni, Dr. Martins, with 
the cooperation of the malaria division of the National Depart- 
pariment of Health, captured 210 animals, mes:ly rodents, in 
the state of Minas Gerais. Careful examination of these ani- 
mals showed that 48 of them were naturally infected by S, 
mansoni, Or a general infection index of 22.94. The most im- 
portant reservoir hosts found were rodents, such as Nectomys 
squamipes aquaticus (57.5% infected) and Rattus norvegicus 
(46.8° infected); however, a marsupial—Didelphus paraguay- 
ensis—a kind of oppossum, also showed an infection index of 
4.4°°. The trematode found in Minas Gerais is the true S. man- 
soni and not the variety S. mansoni rodentorum found in the 
African study, 


ENGLAND 


Changes in Medical Education.— The council of the General 
Medical Council ot Great Britain puts forward from time to 
time recommendations on the medical curriculum, its period 
and scope, the subjects it should include, and their priority. The 
recommendations carry great weight and are observed by the 


medical schools and examining authorities. At its last session 
the General Medical Council considered whether the recom- 
mendations it made in 1947 required revision. It has in the 
meanwhile invited observations and suggestions from interested 
bodies. A committee of the Royal College of Physicians was 
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recently set up to inquire into the methods and principles of 
medical teaching and the medical curriculum. It reports (Royal 
College of Physicians Committee on Medical Teaching, Second 
Interim Report, 1955) that several changes have occurred in 
medical education and practice that must be taken into account 
in designing future curriculums. Present-day students, many of 
whom are supported from public funds and by scholarships. 
specialize early and put examinations first. Compared with their 
forerunners many students now start medicine with less culti- 
vated minds. Changes have also occurred in the teaching staffs 
of the medical schools. Teachers, although more numerous, de- 
vote themselves to a specialty and lack the breadth of knowledge 
of the older clinicians. The student does not get the experience 
he formerly got through apprenticeship to an all-round clinician. 
Some teaching hospitals rarely treat common diseases and emer- 
gencies and have little contact with the community and social 
life. The growth of “clinical science” has made the staffing of 
preclinical departments difficult. Physiologists and pharmacolo- 
gists can often find sufficient scope in clinical studies without 
teaching in preclinical departments. The report states that al- 
though the medical student has practical training in all branches 
of medicine, the experience he gets is insufficient to enable him 
to practice any of these branches when he qualifies. He will in 
fact be discouraged from practicing surgery, anesthetics, psychi- 
atry, or other specialties at anything above an elementary level, 
unless he undertakes prolonged postgraduate study. Further, 
there are changes in disease. Some diseases are growing rarer, 
and new ones, particularly occupational, are being recognized. 
Social changes affect medicine. There are more old people and 
more suffering from mental disorders. In the past changes in 
medicine and medical practice have led to the student being 
taught new subjects and new techniques without removal of 
the old ones. “With the growth of knowledge, he has increasingly 
been offered more than he can digest, and all too often his re- 
sponse has been to form a habit of amassing facts instead of 
absorbing them—preparing for his examinations rather than for 
his work as a doctor. The harm thus done to medical education 
will continue and increase until curricula are deliberately re- 
designed to provide a basic rather than a comprehensive training 
for medicine.” 

In the past the General Medical Council has influenced the 
teaching of medicine by pointing to deficiencies in the cur- 
riculum. The committee thinks that this is not enough. The mass 
of medical knowledge has become so bewildering that there is 
more need than ever for the medical student to acquire a grasp 
of essentials. He should be learning less but understanding more. 
Now that many clinical teachers are specialists, the traditional 
training of learning by apprenticeship to a consultant of wide 
knowledge and experience is in danger. Medical training must 
be a continuous educational progress in which the curriculum 
is conceived as a consecutive whole. The committee deprecates 
the lack of general education and culture of the modern medical 
student. This is attributed to early and excessive specialization 
at school because of the high standards of the premedical 
examination. This examination includes more information than 
is necessary as a basis for medical study. Likewise, preclinical 
training is far too detailed and not sufficiently integrated with 
clinical studies. Faced with a mass of factual information, the 
student fails to develop the processes of thought and judgment. 
In the clinical period apprenticeship to a general practitioner is 
being replaced by multiple appointments in special departments. 
These tendencies are aggravated by the final examination, which 
dominates the student’s work and thought. He concentrates on 
memorizing facts that may be asked for in the examination. 
High failure rates create further anxiety and promote cramming 
in the library at a time when the student should be learning 
from experience in the wards and outpatient clinics. In the past, 
with a curriculum that was not overloaded, the conscientious 
student, properly selected, could expect to pass. It 1s regretted 
that subjects that logically and in practice are closely integrated 
should be taught as separate disciplines. Although the General 
Medical Council has always considered that all medical schools 
should retain their individuality, its recommendations have come 
to have the force of regulations and the medical curriculum ts 
now governed by the rigid examination system. There is a strong 
desire to see a reduction in the scope and precision of the 
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recommendations. An American observer said that in the past 
10 years no country has produced so many wise reports on the 
improvement of medical education as has Great Britain, and no 
country has done so little about it. A change is needed by which 
medical schools may become free to experiment in medical edu- 
cation radically and individually. The scope of the experiment is 
great in England because there are many small schools. There 
is much dissatisfaction with the effects of the existing examina- 
tion system. The General Medical Council could still maintain 
effective control, as required by statute, but in a way different 
from the present control, if more autonomy were given to the 
medical schools. It would still exercise control by inspection to 
preserve minimum standards, 


Tuberculosis Conference.—The fourth Commonwealth Health 
and Tuberculosis Conference organized by the National Associ- 
ation for the Prevention of Tuberculosis (NAPT) was held in 
London in June. The Duchess of Kent, president of the NAPT, 
presented the Philip medal to Dr. P. V. Benjamin, technical 
adviser on tuberculosis to the government of India and presi- 
dent-elect of the International Union Against Tuberculosis. This 
was the first award of the medal, which is being given for out- 
standing services against tuberculosis, in honor of Sir Robert 
Philip, founder of the first tuberculosis dispensary. The Minister 
of Health told of the marked reduction in the last 40 years in 
the death rate from tuberculosis and of the 70 units for mass 
radiography operating in England and Wales, or about twice as 
many as were Operating in 1948. About 15S million people, 95% 
of whom were found to be completely clear, have been thus 
examined. The proportion found to have active tuberculosis 
was 3.3 per thousand of those examined. Although we can 
draw encouragement and inspiration from these figures, we 
must not allow ourselves to draw satisfaction from them while 
they remain at those levels. 

Dr. H. G. Trimble of Stanford University, California, said 
that both tuberculin testing and x-ray supplement each other as 
screening procedures. Tuberculin testing is a well-documented 
scientific procedure. It is the only test that tells what persons 
have been infected, in contrast to x-ray or sputum examination, 
which may show who actually has the diszase. Tuberculin test- 
ing iS important as a case-finding method in areas of low in- 
cidence of tuberculosis. In areas of high incidence, as a case- 
finding method it is of little value, although it may be important 
in an individual patient as a diagnostic measure. Sample tuber- 
culin testing in any area may effectively evaluate the progress 
made in the application of other well-known epidemiological 
procedures. As regards x-ray, a roentgenogram is cnly a shadow, 
and we shculd not attempt to make definite diagnoses on the 
basis of shadows alone. A mass X-ray survey is an attempt to 
identify those persons who have roentgenographic shadows 
suggestive of tuberculosis or other diseases. It is not in itself 
diagnostic. Further medical study is required to achieve a 
diagnosis. The members of the committee of the International 
Union Against Tuberculosis believe unanimously that early 
diagnosis conditions the success of treatment and the prevention 
of tuberculosis. It is all the more effective now that we have at 
our dispesal excellent drugs, the speedy application of which 
increases their effectiveness. The finding of other diseases, espe- 
cially carcinoma of the lung, may be an important by-product 
of mass radiography. We should look forward to adequ:.e 
development of dispensaries in hospitals to make mass x-ray 
examination a success, but the fact that the problem is defined 
and made important is reason enough for using mass radi- 
ography as an initial case-finding procedure. In the Scandinavian 
countries this has been carried along, together with BCG vac- 
cination. As tuberculosis becomes less prevalent, efforis must 
be redoubled to insure its complete eradication. 


Salmonella in Sewers.—The presence of Salmonella schott- 
milleri in sewers is regarded as an indication that an excreter 
lives in the neighberhood. Investigations by Harvey and Phillips 
(Lancet 2:137, 1955) have shown that this organism may persist 
in sewers for a long time. They examined samples of Cardiff 
sewage for over a year and found |] separate foci of this organ- 
ism in the city. During an outbreak of paratyphoid spread by 
cream cakes, and due to a strain of phage-type 1, specimens of 
sewage trom the affected bakery showed the presence of organ- 
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isms long after all the known excreters in the bakery had been 
removed. The epidemic was comprised of 92 patients, 76 of 
whom had eaten cream cakes made by the bakery. Samples of 
blood were taken from the bakery staff, and two girls who 
decorated the cakes had positive Widal reactions. After the out- 
break had died down, and 10 weeks after the removal of infected 
persons, the sewage from the bakery was examined and S. schott- 
miilleri was still found. Further information on the survival of 
this organism in sewers was obtained from an isolation hospital, 
which admitted a patient with paratyphoid. S. schottmilleri was 
isolated from the drains for 14 days after the patient’s feces were 
negative. This was in spite of the fact that the patient’s stools 
were treated with 5° phenol for four hours before disposal. 
As many outbreaks of paratyphoid have been traced to bakery 
products, the authors make regular weekly examination of the 
drains from bakeries (with the owners’ permission) from March 
to September and during the rest of the year at monthly inter- 
vals. They think that this procedure should provide a reasonable 
chance of isolating either freshly passed organisms or those that 
are still living after contamination, during the interval between 
the placing of swabs in the drains. By this means they hope to 
identify as soon as possible any excreters employed in bakeries. 
Positive results lead to immediate examination of the staff. 


Combined Immunization.—At the joint annual meeting of the 
British Medical Association, the Canadian Medical Association, 
and the Ontario Medical Association, held in Toronto, Canada, 
in June, Dr. H. J. Parish of London said that at three to four 
months of age, the child should be vaccinated against smallpox 
three weeks before any other immunization. In French Equa- 
torial Africa smallpox and yellow fever vaccinations are com- 
bined. Smallpox vaccination should be postponed if the child has 
any skin trouble, such as eczema or a skin condition resulting 
from a constitutional disturbance. As most deaths from whoop- 
ing cough occur in the first year of life, protection against this 
disease should be given early. Many local authorities use com- 
bined immunization against whooping cough and diphtheria, and 
tetanus toxoid can be added with advantage. A large dose (25 Lf) 
of diphtheria toxoid should be combined with 20,000 million of 
Hemophilus pertussis and 5 Lf of tetanus toxoid. Three injections 
of this mixture at monthly intervals are given subcutaneously, be- 
ginning at the age of three to four months. A booster dose can be 
given at one year of ege. Immunization with pertussis-containing 
antigens should not be given if poliomyelitis is prevalent; post- 
inoculation poliomyelitis is more likely after the administration 
of alum-containing mixtures. In the case of allergic children 
the initial dose should be small. BCG vaccine should be given 
to infants only if they have been in contact with known cases 
und then only after several weeks have elapsed after smallpox 
vaccination. The repeated use of BCG vaccine may interfere 
with other immunizations. In Great Britain immunization 
against diphtheria with alum-precipitated toxoid or aluminum 
phosphate precipitated toxoid is recommended by the Ministry 
of Health when the child is 8 to 12 months old, because infants 
have a congenital immunity in the early months. Combined 
diphtheria-pertussis immunization may be deferred until the end 
of the first year. If children were “called up” at this age, those 
who had had primary immunization previously could be given 
a booster dose and the others could be given their primary 
course. Record cards should be kept for all children. Further 
booster doses can be given at three and five years. For diph- 
theria, booster doses, Or primary courses in the case of the non- 
immunized, should be given when children begin school. Dr. 
J. M. Mather, Vancouver, British Columbia, Canada, said 
mothers wanted number of injections to be as few as possible, 
and he favored triple antigen. It is better to treat tetanus if a 
possible exposure occurs, with a booster dose of toxoid than 
with tetanus antitoxin. As tetanus often follows trivial injuries, 
all children should be immunized. Whooping cough commonly 
occurs in schoolchildren, and, as they can infect infant siblings, 
the latter should be immunized. Booster doses of pertussis vac- 
cine should be given on entering school. 

Dr. P. J. Moloney of Toronto said that important laboratory 
factors were the variation in antibody response in a particular 
species, Variation in the immunizing potency of different antigens, 
and the influence on the immunizing antigen of associated im- 
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purities. The relative efficiency of different antigens can be 
compared only if the equivalent amounts of antigen (measured 
as antigen nitrogen) are injected into the same animals and the 
antibody produced is also assayed. Associated impurities may 
affect the potency of an antigen by stimulating or by suppress- 
ing production of the protective antibody. 


Radiotherapy.—At the same meeting Dr. Edith Paterson of 
the Christie Hospital and Holt Radium Institute, Manchester, 
said that in the last 15 years the incidence of leukemia had 
increased, particularly in professional men. In Canada and in 
the United States the greatest increase was in men of the older 
age groups, although this was not true of malignant disease as 
a whole. In the acute type of leukemia the antimetabolite com- 
pounds such as aminopterin, Amethopterin, and 6-mercapto- 
purine give the best results, although they are only palliative. 
Radioactive phosphorus, Myleran, and triethylene melamine 
are also used; 6-mercaptopurine is sometimes of value in treating 
acute monocytic leukemia. 

Dr. Owen B. Miller, Toronto, Canada, reported on 100 pa- 
tients with advanced malignancy into whose pleural or peri- 
toneal cavities he instilled radioactive gold. Progress was 
assessed from the frequency of aspirations needed. If a patient 
responded once, there was likely to be a response to a second 
injection. The best results were obtained in patients with car- 
cinoma of the breast, 50% of whom showed a satisfactory 
response. Results in patients with abdominal cancer were not 
so good. Improvement occurred in half the patients in whom 
the primary site was unknown. Lymphomas showed little re- 
sponse. Gold injections, not to be used on very ill patients, took 
some time to act. Dr. Walton, Winnipeg, Manitoba, Canada, 
said he obtained good results in patients with pseudomyxoma 
peritonei, using radioactive gold with hyaluronidase. 


Etiology of Rheumatic Fever.—At the same meeting Dr. D. A. 
Long of the Medical Research Council said that group A strepto- 
cocci provided the most important clue to the etiology of rheu- 
matic fever. Infection with hemolytic streptococci is followed by 
the poststreptococcic state of Rantz, which develops into the 
full rheumatic syndrome. Any known type of this organism can 
cause the disease within three weeks. It occurs not only in the 
acute state of bacterial invasion and toxemia, adrenocortical 
stimulation, and protein catabolism but also during the prolonged 
subsequent stage of repair. Rheumatic fever also occurs in 
hyperimmune children. The incidence is low in diabetics, and, 
according to some, it is associated with hyperinsulinism. Rheu- 
matic fever may be due to bacterial allergy, as is suggested by 
the presence of hypersensitivity of the tuberculin type to strepto- 
coccic allergens and an allergic response by the tissues. As a 
result of work on guinea pigs, Dr. Long suggested that hemolytic 
streptococci form an exotoxin that acts synergistically with the 
allergen to produce tissue damage and that transforms a local 
response to a systemic one. He referred to Coburn’s work on 
the prophylactic value of egg yolk in rheumatic fever and on 
the separation of an antianaphylactic substance from its prospho- 
lipid fraction. A similar product can be obtained from peanut 
oil. In small doses it depresses sensitivity to tuberculin in guinea 
pigs. Dr. Long, however, believes that the antirheumatic effect 
of egg yolk is more likely to be due to essential amino acids 
than to the presence of an antiallergic substance. 


Cancer of the Cervix.—At the same meeting Dr. J. P. A. Latour, 
Toronto, Canada, said most gynecologists accept the view of the 
gradual progression over a period of years of carcinoma in situ 
to clinically diagnosable cancer. Tissue biopsy as a means of 
diagnosis is unsatisfactory unless a whole ring of tissue is 
removed. Schiller’s test and colposcopy are of doubtful value 
in indicating the site for the biopsy specimen. The best method 
is to examine smears from the cervix, removed by scraping 
with a wooden spatula (Ayre’s method). The variations observed 
are due to the personal factor in reading the smears. If the 
smears are positive, diagnosis should be confirmed histologically 
by removing a ring of tissue and making serial sections. O! 
21,895 women screened, 375 had positive smears, although 
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cancer was suspected clinically in only 36. In this series, a total 
of 145 cases of carcinoma in situ was discovered. Early invasive 
cancers were found in 73% of 107 women with positive smears. 
No cancer was found in 34 women whose smears were negative 
but in whom cancer was suspected clinically. Smears can be 
mailed from outlying districts to centers where cytological 
examinations are made. Dr. Malcolm Donaldson of London 
said that the diagnosis of cervical cancer is easier than getting 
women to consult their physicians early enough to be cured. 
Although irregular vaginal bleeding is an important warning 
sign in women over 40 years of age, it is seldom taken seriously 
by these patients. 


ITALY 


Treatment of Pericarditis —At a meeting of the Medicosurgical 
Society of Romagna, Professor Paolucci said that there are two 
opposing viewpoints regarding the surgical treatment of chronic 
constrictive pericarditis; one favors decortication of the heart 
extended to the point of liberating the right ventricle and the 
mouths of the venae cavae; the other favors a less radical inter- 
vention (Schmieden’s operation), which, although limited to 
liberating the left ventricle, gives satisfactory results. The speaker 
preferred the conservative method. From the etiological stand- 
point, pericarditis, which is more common in. patients between 
the ages of 20 and 30 years, is rarely of definitely rheumatic 
or tuberculous origin; usually the causative factor is obscure. 


Bronchial Asthma.—At the same meeting Professor Serafini said 
that the difficulties encountered in establishing the most ade- 
quate therapeutic regimen for each patient with bronchial asthma 
arise mainly from the fact that the etiological problem of the 
syndrome has not been completely solved. This situation has 
led to a certain skepticism about the therapeutic possibilities, 
but there are today treatments of undoubted efficacy that make 
possible the remission of the symptoms in most patients and 
the disappearance of them for long periods of time in some of 
the rest. Specific desensitization can be useful, and lately it has 
undergone some very interesting changes. For example, the ad- 
ministration of minimal doses of allergens has proved useful. 
A combination of desensitization, antihistamines, and cortisone 
is also useful. Hypodermic injections of epinephrine must be 
used carefully because the excess use of sympathomimetic drugs 
may result in status asthmaticus. The speaker believes that mor- 
phine has no place in the treatment of bronchial asthma. Among 
the other dangers secondary to the administration of this drug 
is its depressing action on the respiratory center. 

Synthetic antihistamines are ineffective, but this does not ex- 
clude the histaminic mechanism of the asthmatic attack. The 
effect of cortisone and corticotropin on the severe manifesta- 
tions of asthma is always favorable and sometimes dramatic. 
Of 50 patients with status asthmaticus who were given cortico- 
tropin intramuscularly, 80% obtained favorable results; this is 
not possible with any other treatment. Not recovery, however, 
but only a temporary remission of the symptoms is obtained. 
The remission may be partial or total depending on the reversi- 
bility of the anatomicopathological alterations that are the basis 
of the asthmatic syndrome. Hydrocortisone given orally is much 
more active than corticotropin or cortisone for rapidity of action 
as well as for decrease in the effective dose and for reduction 
of phenomena of intolerance. The speaker also found that re- 
actions to morphine, quinine, and sulfonamides are encountered 
with greater frequency and severity in patients with asthma than 
in other patients. Therefore, a patient with asthma must be 
given these drugs with great caution, 


Splenomegaly in Infants.—At the same meeting Sega and Gobbi 
stated that in infants sclerocongestive splenomegaly must be 
differentiated from chronic infective splenomegaly: granuloma- 
tous, hemoblastotic, or hemolytic splenomegalies; and the pure 
splenic form of giant follicular lymphoma (Brill-Symmers dis- 
ease). The speakers expressed the belief that scleroconges- 
tive splenomegaly and splenic anemia may have an initial phase 
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characterized pathologically by a hyperplastic-reactive, non- 
specific, and fibrillopoietic pulpitis in common. It is not possible 
to say whether sclerocongestive splenomegaly and splenic anemia 
are two different diseases or different aspects of the same dis- 
ease. In treating either condition splenectomy should be per- 
formed as soon as possible to interrupt the chain of morbid 
processes that lead to gastrointestinal hemorrhages. 


Cancer of the Prostate.—At the 10th convention of the Inter- 
national Society of Urology in Athens, Professor Sorrentino of 
Naples and his co-workers reported that hormonal therapy is 
based on the assumption that the androgens influence the de- 
velopment and growth of prostatic cancer in many patients, 
suppressing as completely as possible the production of andro- 
gens. This can be achieved by castration, which surgically re- 
moves one of the main sources of androgens, or by giving 
estrogens. Some workers favor estrogen therapy alone, but most 
authors agree that the best results are obtained by combining 
the two methods. Because castration causes reactions in the 
adrenals that increase their production of the 17-ketosteroids, 
hormonal therapy can be rendered more efficient by combining 
it with adrenal and hypophyseal antagonists. These actions are 
debatable and dangerous, however, and change the situation 
little when they are used to supplement estrogen therapy that 
is no longer effective. 

The mechanism of action of the artificial estrogens is not 
clear; the action instead of being hormonal may be pharma- 
cological or radiomimetic. This hypothesis has led to the con- 
cept of treating prostatic cancers with androgens or progesterone 
but conclusive results have not yet been observed. The fact that 
some cancers of the prostate are not influenced by antiandrogen 
therapy suggests that prostatic cancer is not a single entity. 
Results of the antiandrogen therapy are good in many patients, 
but they are temporary. This is therefore a palliative method 
of treatment, not devoid of dangers, and apparently unphysio- 
logical. The results of irradiation are only fair. Electroresection 
may be necessary in treating a complicating urinary retention. 
Treatment with cytochrome oxidase and the urine factor of Sor- 
rentino can be considered as adjunctive treatments. The treat- 
ment of choice is prostatectomy, which should be performed as 
soon as possible. All men over 50 should be examined periodi- 
cally to detect latent cancers. 


PERU 


Congress of Sanitary Engineering.—The first Peruvian congress 
of sanitary engineering was held in Lima in April. Because of 
the high incidence of infectious diseases in Peru, due in part 
to the lack of adequate sanitary and hygienic conditions, it is 
essential that a beginning be made promptly to correct these 
deficiencies. The government was urged to take steps to improve 
the water supply and the disposal of sewage. The congress urged 
the government to reduce or abolish customs duties on the im- 
port of sanitary equipment and to encourage the creation of 
industries producing materials and chemical products necessary 
to the achievement of improved sanitary standards. In view of 
the great waste of potable water in the cities, a tax on excessive 
water consumption was urged. It was also recommended that 
the government make a survey of sources of potable water, 
drainage, hydraulic power, and irrigation requirements of all 
parts of the country. A study should also be made of the best 
way to control the pollution of public baths, swimming pools, 
and seashores used for surf bathing. Greater cooperation be- 
tween the departmental sanitary units and the sanitary and 
hygienic departments of the cities is needed. To attain this pur- 
pose a sanitary engineer or any other tunctionary of the sani- 
tary unit of a region should be named member ex officio of the 
municipal department. Organizations in charge of the fight 
against insect vectors of disease were advised not to rely exclu- 
sively on the action of insecticides on adult forms but to include 
in their programs the use of appropriate larvicides. 
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Pregnancy and Cortisone.—Workers administering corticotropin 
or cortisone to gravid laboratory animals have regularly ob- 
served the following bad effects on the fetuses: abortion a few 
days after the start of treatment, birth of a small fetus that 1s 
partly resorbed or completely macerated, neonatal death of the 
young, or congenital anomaly. More or less prolonged courses 
of cortisone therapy, however, have been administered, appar- 
ently without harmful effect, to pregnant women with acute 
polyarticular rheumatism, pemphigus, herpetiform dermatitis, 
or threatened Rh sensitization with danger of erythroblastosis 
fetalis. There has been up till now no reported case in which a 
patient received cortisone uninterruptedly throughout a preg- 
nancy that was normal in every way but after which the baby 
showed signs of acute transitory hypoadrenalism. A 28-year-old 
woman had severe chronic rheumatic polyarthritis. She could 
not tolerate gold salts and had therefore been maintained for 
more than three years on a daily dose of 50 to 75 mg. of corti- 
sone. A pregnancy occurring during the period of treatment 
produced no improvement in the rheumatism, as is usually the 
case under such circumstances. The patient's disease remained 
the same, and no change in dosage could be made. Prof. G. 
Bickel, head of the University Medical Clinic of Geneva, ad- 
ministered a dose of a little over 16 gm. of cortisone during the 
nine months of pregnancy with no unfavorable effects on the 
pregnancy, delivery, or postpartum period. The baby was born 
at term and weighed 3,650 gm. (8 Ib. | 0z.). He was well formed 
and seemed to be in perfect health, but transitory episodes of 
hyperglycemic coma occurred, which were swiftly corrected by 
combined administration of glucose, cortisone, and corticotropin. 
The baby’s symptoms resembled those seen in patients main- 
tained on cortisone therapy that is abruptly withdrawn. An 
experiment was conducted in 10 pregnant white rats that received 
daily intramuscular injections of 3 mg. of cortisone throughout 
gestation. Pregnancy and delivery were normal in every case, 
but the adrenal glands of the young were definitely smaller than 
those of young from control animals, 


Four Years’ Experience with the Betatron.—The betatron does 
not emit continuous x-rays. In correlation with the phases of 
alternating current, it gives 50 trains of waves of 10 micro- 
seconds each per minute. The biologically active secondary 
electrons formed at this time reach a significantly greater dis- 
tance than those of roentgen rays at 200 kv. Furthermore, they 
are for the most part propagated parallel to the primary ray. 
There is thus greater deep activity. At the annual meeting of ihe 
Swiss Radiological Society at Baden in June, Profs. H. R. Schinz 
of Zurich and A. Zuppinger of Bern reported the results ob- 
tained with this treatment. Schinz irradiated 66 patients with 
carcinoma of the esophagus. Dramatic, more or less lasting. 
improvement occurred in 15; longest follow-up in this series 
was 30 months. He irradiated 37 bronchial carcinomas; 17 
patients obtained characteristic subjective improvement. Of 27 
patients with carcinoma of the urinary bladder, 2 of the 8 with 
inoperable lesions have survived symptom-free for two and a 
half years. Another 35 patients with carcinoma of the uterine 
cervix, 15 of whom had had a prophylactic operation, were 
treated; 12 of these have survived without symptoms. Schinz 
also obtained good results in carcinomas of the body of the 
uterus and of the ovary. With the exception of the patients 
irradiated prophylactically following operation, most had far- 
advanced inoperable lesions. The betatron is thus shown to give 
results that 200 kv. irradiation could never achieve in the same 
proportion. Zuppinger obtained excellent results in the irradi- 
auion of brain tumors and lesions of the mouth, the maxilla, 
and the pharynx. Even carcinoma of the stomach benefits from 
this therapy. The use of betatron irradiation before gastric re- 
section might produce better results in this dangerous form of 
cancer. The Swiss radiologists consider that treatment with the 
betatron represents a significant step forward in radiation 
therapy. 


Idiopathic Edema from Sodium Retention with Hyperaldo- 
steronuria.—Since 1949 Prof. R. S. Mach, head of the University 
Therapeutic Clinic of Geneva, has followed a certain patient. 
Every time she ingests more than 4 gm. of sodium chloride a 
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day she has weight gain, generalized edema, headache. dis- 
turbances of vision, and papilledema. She has no indication of 
renal, cardiac, or hepatic disease to explain the appearance of 
the edema. Her syndrome resembles that caused by desoxy- 
corticosterone. Because of this, Mach and his co-workers ex- 
amined her urine to see if she had an excess of aldosterone. 
This proved to be the case in three successive tests. This con- 
stitutes a new pathogenetic possibility for certain hitherto un- 
explained edemas. The aldosterone found in the urine was 10 
to 15 times greater than that in normal subjects. The elevation 
was present both in periods of salt-restricted diet and in those 
of salted diet. The overproduction of aldosterone in this patient, 
evidenced by the urinary findings, would seem to account for 
this syndrome. Besides the aldosteronuria that accompanies the 
lipid nephrosis of cardiopathy, 1. e., secondary aldosteronuria, 
there would seem to exist a primary aldosteronuria of which 
overproduction of the hormone is probably the cause. In ad- 
dition to the syndrome reported by Mach, aldosteronism can 
manifest itself as a potassium depletion syndrome with paralysis. 


Pulmonary Tuberculosis, Diabetes, and Cortisone.— Although 
eXireme caution is essential regarding the use of corticotropin 
and cortisone in patients with infectious diseases, especially 
tuberculosis, tuberculosis and most other infectious diseases are 
not aggravated by these agents if a suitable chemotherapeutic 
agent is administered at the same time. G. Bickel and M. 
Chauvet of the University Medical Clinic of Geneva recently 
treated a 72-year-old woman with diabetes of 15 years’ standing 
who had severe caseous tuberculosis in the fall of 1954. The 
disease evolved toward the cavitation despite combined therapy 
with streptomycin, isoniazid, and aminosalicylic acid but was 
rapidly controlled by an intensive course of cortisone therapy 
(6.75 gm. in 62 days). Not only was the patient in a desperate 
state, having been unconscious for several days, but also her 
caseous tuberculosis had developed on a background of diabetes. 
Cortisone is known to aggravate that disease, but in this case 
it caused no more than a temporary need for more insulin, 
which situation corrected itself in less than two weeks after 
cortisone therapy was stopped. Thus it can be concluded that 
diabetes, even when associated with severe tuberculosis, does 
not constitute a formal contraindication to the use of adrenal 
corticosteroids. 


Photoallergic Eczema.—At the annual meeting of the Swiss 
Society of Allergy in Bern in June, W. Burckhardt of Zurich 
spoke on the reaction produced by new laundering products 
containing optic illuminations that, through fluorescence, trans- 
form invisible ultraviolet into a blue light, so that the washing 
appears “whiter than white.” A cleaning woman had acute 
eczema of the face and hands after using such a product. The 
usual skin tests with the washing compound were negative. On 
irradiation with visible light and ultraviolet rays of a patch of 
skin treated with the product, a strong eczematous reaction re- 
sulted. This reaction was not reproduced in control subjects, 
showing that the patient had an allergic hypersensitivity to the 
combination of optic illuminations and light. Photoallergy was 
first observed after the administration of sulfonamides. Recently 
similar phenomena have been observed after administration of 
chlortetracycline, aminosalicylic acid, and p-aminobenzoic acid 
eSter. 


Health Insurance in Geneva.—Switzerland is one of the tew 
countries of Europe to fight for free, private medicine that is 
neither nationalized nor institutionalized. In Geneva, until a 
few months ago, physicians were not held to a fixed fee, but, 
in view of social necessities, the physicians of Geneva signed 
an agreement with the Federation of Health Insurance Com- 
panies, with the result that only those physicians who signed 
are allowed to take care of insured patients. Free choice of 
physicians is guaranteed to insured patients except in cases of 
hospitalization. The physician is free as regards diagnosis and 
treatment, except insofar as he must use the most economical 
means possible. The patient’s confidence is protected. A fee 
has been fixed. It was accepted by the physicians, although they 
could hardly think of it as a fee adapted to the present cost of 
living (consultation, $1.25 and house call, $1.85). The treating 
physician may send a supplementary bill to an insured patient if 
he believes that the latter is in a position to pay it. 
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CORRESPONDENCE 


IMPORTANCE OF EARLY DETECTION 
OF GLAUCOMA 


To the Editor:—The urgency of early diagnosis of chronic 
simple glaucoma stems from the fact that good therapeutic re- 
sults are expected in early cases. By contrast, late cases invariably 
have sustained irreversible visual loss. The necessity for routine 
screening examinations is explained by the asymptomatic nature 
of chronic simple glaucoma. Aptly termed “the thief in the 
night,” glaucoma stealthily encroaches on visual field and acuity, 
with this loss detected irrecoverably late by the victim. Many 
physicians have the misconception that glaucoma is an un- 
important, rather rare, acute disease, readily recognized by the 
painful, hard, red eye. These are the characteristics of acute 
glaucoma. Far more common is chronic simple glaucoma. Thir- 
teen per cent of all blindness reporied in Norih America and 
Western Europe by Sorsby is due to glaucoma (Brit. J. Oplith., 
monograph supplement 16, 1950). Mass-screening procedures 
(J. A. M. A. 56:933 |Nov. 6| 1954) indicate that about 2% 
of Americans over the age of 40 have chronic simple glaucoma, 
most of these being early, unrecognized cases. The age of onset 
of blindness from chronic simple glaucoma is, On the average, 
between 60 and 65 years (Canad. M. A. J. 66:563, 1952). Since 
the average life expectancy has increased from 45 to 65 years 
during the past half century, many more people are now sur- 
viving to an age where they may be expected to become blind 
from glaucoma. This increased life expectancy is the prime 
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Glaucoma pedigree showing dominant inheritance. 


reason Why the physician must be increasingly alert for the 
detection of chronic glaucoma. Current statistics from the state 
of Ohio number the known totally blind at 13,500. Of these, 
1.320 (about 10°) were blinded by glaucoma during the 10 
year period 1945 to 1955, The cost of this blindness is enormous, 
$2,733,000 being spent in caring for the blind in Ohio in 1954. 
Economic loss due to the reduced productivity of these blind 
thousands is inestimable. Clearly, glaucoma has established itself 
as a major cause of the suffering and economic loss due to 
blindness. 

The early diagnosis of glaucoma can be made only with the 
help of a high index of suspicion, This suspicion shouid exist 
when the following conditions are present. 1. The patient is 
over 40 years old. Two of every 100 people over 40 years have 
chronic glaucoma—an incidence similar to that of diabetes 
mellitus. 2. A tamily history of glaucoma exists. Being a domi- 
nantly inherited characteristic (see figure), glaucoma should be 
included in the family history just as are diabetes and hyper- 
tension. Every ophthalmologist knows of cases of glaucoma 
detected simply by taking a family history. More than one case 
of glaucoma in a family can be found by questioning in 13 
to 25% of patients with chronic simple glaucoma. 3. The 
anterior chamber is shallow. Simply examining the anterior 
chamber depth with a flashlight can provide a valuable clue 


suggesting increased suscepubility to acute glaucoma. Not only 
patients with glaucoma but also their siblings and children have 
been shown to have significantly decreased anterior chamber 
depth. 4. There is unexplained aching of or about the eves. 
This is a vague symptom with many causes, common among 
which are refractive error, sinus inflammation, and psychogenic 
factors. Since such discomfort may be the only early symptom 
of chronic glaucoma, it should not be dismissed without in- 
vestigation. It is not to be inferred that glaucoma can be diag- 
nosed by ocular discomfort. In one series (Canad. M. A. J. 
66:563, 1952) of glaucoma blind, only 7% had had an acute 
attack, 24% denied ever having any ocular pain, and 69% had 
experienced transient episodes of aching and occasional redness 
of the eyes. 5. There is increased intraocular pressure. In 
chronic glaucoma the elevation of intraocular tension is slight 
and cannot be detected reliably by finger tension. Only by 
routine use of the tonometer in patients over 40 years old can 
the early diagnosis of chronic simple glaucoma be made. Such 
routine tonomeiry is the practice of most ophthalmologists. Un- 
fortunately much of the population is not reached by ophthal- 
molegisis, and tonometric screening will have to be done by the 
general physician or in mass surveys in order to be truly effective. 
For many years the Ophthalmological Foundation, Inc., New 
York, has advocated the practice of routine tonometry by the 
general physician, to be initiated at his request under the guid- 
ance of his local ophthalmologist. Tonometry performed by the 
medical profession would be expected to be a more permanent 
answer to the glaucoma problem than the mass-screening 
procedures. 

The glaucoma project at Wright-Patterson Air Force Base 
may be cited as an example of what may be accomplished by 
a mass-screening survey. During a five day period, 4,013 of the 
civilian employees underwent tonometric screening. Initial 
tonometry was performed by nurses, using a Schigtz tonometer 
with 7.5 gm. weight. Three hundred fifty-two employees were 
found to have an elevation of 28 mm. or higher. On recheck 
by the ophthalmologist, 71 of these 352 were confirmed as 
elevated. It was assumed the remainder were false positives, 
although diurnal variations in tension cannot be excluded. These 
71 patients were referred to the ophthalmologist of their choice 
with an explanatory letter. The report of the examining ophthal- 
mologists are tabulated as: confirmed as glaucoma, 37; not con- 
firmed, 25; and no report received, 20. As a result of this survey, 
therefore, 37 previously undiagnosed cases of glaucoma were 
detected and placed under proper medical supervision. Further- 
more, all persons participating in the survey were introduced to 
the fact that glaucoma exists as a preventable cause of blindness. 
Late diagnosis of glaucoma is undesirable because vision already 
lost is irreplaceable. Nevertheless, proper miotic or surgical 
therapy will reduce the rate of further progress (except in far- 
advanced cases). The physician should, therefore, be cognizant 
of the late signs of glaucoma, including glaucomatous cupping 
of the optic nerve, visual field loss, decreased visual acuity de- 
spite glasses, and spontaneous retinal arterial pulsation. 


WILLIAM H. HAvVENER, M.D. 
S, Perry, M.D. 
JAMES M. ANDREW, M.D. 
Department of Ophthalmology 
Ohio State University 
Columbus, Ohio. 


HOSPITAL PATIENT 


To the Editor:—1 should like once again to call attention to my 
letter published in THe JouRNAL, March 5, page 842, entitled 
“Missing Hospital Patient.” Since publication of this letter 1] 
have received numerous replies, from California to Wisconsin, 
concerning previous hospital admissions of Mr. Leo Lamphere. 
Afier escaping from the lowa Mental Hospital, Lamphere made 
his way to Wisconsin. He stopped at several hospitals in Illinois, 
always presenting with hemoptysis and thrombophlebitis and 
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always signing himself out before definite diagnosis could be 
made. He finally made his way to the Wisconsin State Univer- 
sity Hospital, where his behavior paralleled that at the State 
University of lowa Hospitals. He is reported to have slashed 
his femoral artery with a razor. He was transferred to the State 
Hospital for the Criminally Insane at Waupun, Wis. I wrote 
to this institution giving them the facts about this extraordinary 
patient and received no reply. On writing to them again Il 
learned, to my dismay, that the patient had been discharged 
on June 8, 1955. From Waupun he proceeded to Ann Arbor, 
Mich., and was hospitalized on the surgical service there. I be- 
lieve he was discharged from there about Aug. 11, 1955. In addi- 
tion to his activities as described above, the man has been a pro- 
fessional claims collector from insurance companies. Since May, 
1954, this man has made his way from hospital to hospital across 
California, Oregon, Montana, South Dakota, Minnesota, lowa, 
Illinois, and Wisconsin. He was also hospitalized at Salt Lake 
City, Utah, where his inferior vena cava was ligated. He ap- 
parently never does anyone physical harm but is a definite eco- 
nomic liability to the medical profession. The source of his 
hemoptysis, which may be self-induced, remains a mystery. 
JOHN S. CHAPMAN, M.D. 
Department of Internal Medicine 
State University of lowa 
University Hospitals 
lowa City. 
FOREIGN FELLOWSHIP 
To the Editor:—A fellowship in pulmonary physiology for 
foreign doctors, particularly those from the United States, is 
now available at the Pulmonary Physiology Laboratories of the 
University of Nancy Medical Center, Nancy, France, under the 
direction of Dr. Paul Sadoul, associate professor, University of 
Nancy School of Medicine. This fellowship runs for a minimum 
of 6 to a maximum of 10 months, commencing August, 1955, 
to June, 1956. It pays 30,000 francs a month and offers ex- 
tremely reasonable eating facilities at the university restaurants. 
The work consists of both pulmonary function examinations on 
patients and experimental research work on animals in the 
newly constructed basic science building. Physicians with a 
cursory knowledge of pulmonary physiology and some back- 
ground in chest diseases should find this fellowship extremely 
interesting. I have just returned from six months’ work in this 
setup and found it most stimulating. Some knowledge of the 
French language is preferable, and with a meager background 
in French one should be able to converse well enough to par- 
ticipate in all the activities after the first month. Dr. Sadoul 
has studied pulmonary physiology in the United States in the 
laboratories of the University of Rochester, New York, and also 
at Bellevue Hospital, New York. He is one of the recognized au- 
thorities of France in this field. The University of Nancy Medi- 
cal Center is well known for its contributions in the field of pul- 
monary disease under the guidance of Professor Simonin. The 
town of Nancy is in the Province of Loraine and closely situ- 
ated to the borders of Germany, Belgium, Luxemburg, Holland, 
and Switzerland and is ideally located for short visits into these 
countries. | highly recommend this position to anyone interested 
and suggest that they write directly to Dr. Paul Sadoul, Hospital 


Villemin, Nancy, France. HERMAN F. Froes, M.D. 
Cardio-Respiratory Laboratory 
University of Southern California 
Hospital of the Good Samaritan 
1212 Shatto St. 
Los Angeles 17. 


NEW USE FOR OLD GARMENTS 

To the Editor:—Having been the victim of intermittent arthritis 
for over 23 years, | have found one or two simple measures 
that have proved helpful. Shoulders and knees have been the 
joints of predilection. Here | found protective covering bene- 
ficial. For shoulder protection the upper section of an old shirt 
or undershirt may be used. That portion of the garment below 
the first or second button is cut off entirely, and the upper por- 
tion is Worn as an extra garment. The sleeves may be cut off 
above the elbows if the elbows are free of pain; otherwise below 
the elbows. The type of shirt used should be determined by 
the climatic conditions and the environment: flannel in cold 
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weather and lightweight shirts when the weather is unduly warm 
At night this garment may be worn under the pajamas. During 
the day for minimal protection, as in a siesta, the protective 
garments only will suffice. For the knees I formerly wore thick 
woolen knee protectors, purchased in department stores or espe- 
cially knitted for the purpose. In driving a car 1 have been com- 
pelled, at times, to use a small woolen blanket. The woolen 
knee protectors proved too stiff, too tight, or too hot. Rubber 
Knee protectors do not permit the perspiration to evaporate and 
are almost invariably uncomfortable. Now I simply use form- 
fitting elastic socks from which the foot has been cut away. 
The upper end fits firmly and well and affords all the protec- 
tion desired, even in long automobile journeys during cold and 
inclement weather. Old elastic form-fitting socks may prove 
equally valuable for elbows, ankles, or wrists. The weight of the 
socks used should be determined by the climatic conditions. 
Before having a patient go to the trouble and expense of buying 
special articles, these simple measures should be tried. 

LEONARD G. RowntTREE, M.D. 

1342 du Pont Bldg. 

Miami, Fla. 
DRUG SAMPLES 


To the Editor:—Referring to the item “Drug Samples” in the 
June 4 issue of THE JouRNAL, page 424, I will be happy to re- 
ceive any amount of medicine the readers are willing to send 
and will put it to good use among the hundreds of charity 
patients being served daily in this institution. Please send 
packages to Director, Hospital “Eugenio Espejo,” Quito, 
Ecuador, South America. 

Augusto Estupinan, M.D., Director 

Hospital “Eugenio Espejo” 

Quito, Ecuador, South America. 
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OUR AMERICAN WAY OF LIFE 
Herbert Hoover 


Following are excerpts from an address “Our American Way 
of Life” given by Herbert Hoover on the occasion of his 81st 
birthday celebrated by the state of Oregon at Newberg, Ore., 
on Aug. 10, 1955.—Epb. 


It is indeed a great honor to have been invited by the Gov- 
ernor and Legislature of Oregon to spend my birthday on the 
scenes of my boyhood. I was brought here 70 years ago to live 
in the family of my Uncle Dr. Henry John Minthorn, a country 
doctor. My activities hereabouts did not make any great trans- 
formation of human society. But something else does warrant 
the restoration and dedication of this cottage. That is expressed 
in the plaque you have put upon it. “This House was the Home 
of Dr. Henry John Minthorn, a beloved physician in this Com- 
munity.” | am honored to be mentioned on the plaque. What 
you have done here is to pay a tribute to all the pioneering 
country doctors of our Nation. There are thousands of cottages 
in this land which should be marked with plaques recalling 
their devotion. 

John Minthorn was one of those devoted men. He was born 
110 years ago in the Quaker faith. He practiced his healing 
profession mostly in this State for 45 years and he lies buried 
in this village. As a boy he witnessed the underground in the 
Midwest, where during the nights the Quakers transported 
Negroes escaping from slavery northward to the freedom of 
Canada. He reached maturity during the Civil War and joined 
the Union Army out of conviction in the matter of human 
slavery. Quaker pacifism did not extend into that area of thought. 
Returning from the War, he graduated from the medical schools 
of lowa, of Pennsylvania and of Ohio. He was equipped with 
the full medical skills of his day. In those early days the patients 
often could not pay the doctor, and Uncle John at intervals 
in his life taught school or did missions to the Indians for the 
Government in order to make ends meet. But even along with 
these duties, he was still the incarnation of the country doctor. 
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Let no one think that the country doctor of a generation 
ago was not a skilled man. Without the amazing modern aids 
of diagnosis, he was a sure diagnostician of the major ills of 
mankind. Without anti-biotics, without vaccines—except for 
smallpox—without vitamins, without the X-rays and fluorescent 
photographs of your innards, the country doctor did healing 
in an amazing degree. Hot towels and cold towels were substi- 
tuted for aspirin and codeine. No doubt Mother Nature used 
more pain in her healing processes. But statistics show that a 
host of his charges reached old age safely. But beyond his heal- 
ing art, the country doctor did far more. He instilled the com- 
munity with the common sense of preventive medicine. He 
brought sympathy, spiritual strength and courage to the troubled 
patients. He healed their spirit. He brought their babies into 
the world. He piloted the youngsters safely through their measles, 
chickenpox and mumps without the aids of modern medicine. 
His major word of comfort was “You cannot have it twice.” 
He gave counsel and courage to the young and helped them 
to find a job. He was their life-long friend. He was the con- 
fidant of the family and he healed many a family conflict. He 
was a leader in the affairs of the community. 

The plaque on this cottage is a tribute to a great profession 
which has made much of the spiritual backgrounds of the Ameri- 
can people. The species of the country doctor is not extinct. 
With urban life, paved roads and the automobile, he has 
changed his name to that of the family doctor. He is better 
equipped to fight disease and accident, but the family doctor 
has the same qualities of moral strength, friendship and family 
guidance as of old. And it is the family doctor’s knowledge 
that these needed moral and spiritual services could not sur- 
vive socialized medicine that leads him to fight it at every turn. 
And this is no disparagement of the great specialists who daily 
save the lives of thousands of our people. But America needs 
more family doctors. 

This occasion also recalls the part of pioneer men and women 
in the Northwest, of their staunch fidelities to the ideals of free 
men and the moral and spiritual life with which they endowed 
our generation. Once upon a time it was the custom of our 
people to gather on the Fourth of July and someone would 
read the Declaration of Independence with the Stars and Stripes 
in the background. Someone spoke on freedom and the great- 
ness of America. It was in this village that I first had that in- 
spiring experience—and from Dr. Minthorn. In order to do our 
part we, the oncoming generation, packed a drain tile with appro- 
priate gun powder, tamped both ends hard with clay, and fixed 
a fuse. The fuse was short—and tile proved more powerful than 
we expected. Dr. Minthorn was busy for hours picking pieces 
of tile out of the skins of small boys. He engaged in no repri- 
mands. Dr. Minthorn and his generation had deep convictions 
on the American way of life. Their fathers were the sons of 
men who had fought the war for American Independence. 
They themselves had fought the Civil War to free the slaves. 
Their lights along the way of American life were the Declara- 
tion of Independence, the Constitution, Washington's Farewell 
Address and Lincoln’s Emancipation Proclamation. They held 
that the function of the Federal Government was to safeguard 
the individual freedoms and trust to the initiative of men to 
generate progress. Probably some will say that the recalling of 
those times, of those men, and of those beliefs is an expression 
of longing to go backward in American life. No sane person 
ignores the shifting scene on our national stage. But do not 
forget the many thousands of Dr. Minthorns and their wives 
who sustained and enlarged the spiritual forces which give the 
impulse to our way of life today. 

During the last score of years our American way of life has 
been deluged with criticism. It comes from our own people who 
deplore our faults and genuinely wish to remedy them. Among 
these I myself have joined because of my anxieties Over mis- 
taken policies and especially the influence of Karl Marx on our 
way of life. Criticism comes daily from the habit of our political 
parties to deplore the opposition. It arises from the forthright 
refusal of the American people to wash their dirty linen in 
secret. It comes from our love of sensational incidents where 
villainy is pursued by law and virtue triumphs. And it comes 
from the fuzzy-minded totalitarian liberals who believe that 


HOURLY-RATE FEES—PORTERFIELD AND MARKS 215 


creeping collectivism can be adopted without destroying the 
safeguards of free men. It comes bitterly and daily from the 
Communists at home and abroad who would overthrow our 
American system. And it even comes from free nations whom 
we have tried to help. Altogether, if we look at the criticisms 
alone, we seem to be in a very, very bad way and engaged in 
our decline and fall. In all this clamor we might occasionally 
mention something good about ourselves. We could point out 
that our American way of life has perfected the greatest pro- 
ductivity of any nation on earth; that our standard of living 
is the highest in the world. We could point to our constantly 
improving physical health and lengthening span of life. We could 
point out that the mechanical genius of our people has, by 
millions of labor-saving machines, taken the sweat from the 
backs of most of our people. In the governmental field, we could 
suggest that our supposedly decadent people still rely upon the 
ballot and the legislative hall to settle their differences without 
a secret police with slave camps. In the cultural field, we could 
point out that with only about six percent of the world’s popu- 
lation we have more youth in our institutions of higher learn- 
ing than all the rest of the world put together. We could prob- 
ably enumerate more libraries and more printed serious words 
than all other 94 percent of all the people of the earth put to- 
gether. On the moral and spiritual side, we have more hospitals 
and charitable institutions than all of them. And we could sug- 
gest that we alone, of all nations, fought in two world wars and 
asked no indemnities, no acquisition of territory, no domina- 
tions over other nations. We could point to our advancement 
of the spirit of compassion. We could prove it by the billions 
of dollars we have made as gifts to save millions from famine 
and governments from collapse. 


Much as I feel deeply the lag in giving full equal chance to 
our Negro population, yet I cannot refrain from mentioning 
that our 14 million American Negroes own more automobiles 
than all the two hundred million Russians or the three hundred 
million Negroes in Africa. All of which is not boasting, but just 
fact. And we could say a good deal more. What does all this 
mean? It means that freedom of mind, of spirit and initiative 
still lives in America. It means that our people are strong in 
religious faith. Here alone are the open windows through which 
pours the sunlight of the human spirit. Here alone, even with 
all its defects, is human dignity not a dream but an accomplish- 
ment. These ideals of freedom and religious faith guarantee 
there will be no decline and fall of American civilization. 
Therefore we should lift our eyes unto the hills from whence 
cometh our help. 


BUSINESS PRACTICE 


This is the sixth in a series of articles by these authors on 
various phases of business practice.—ED. 


HOURLY-RATE BASIS OF FEES 


Chester Porterfield, San Francisco 
and 
Geofirey Marks, Seattle 


In the preceding article in this series,! we outlined certain 
ethical considerations for establishing fair medical fees. We saw 
that a fair fee to the patient would “not generally require him 
to pay more than other patients are charged by that physician 
for a comparable service.” To the physician, a fair fee was pre- 
sented as “in proportion to the time and energy that he applies 
to the particular service.” In expanding this concept, we stated: 
“The hourly-rate approach also meets the requirements of fair- 
ness to the physician, in that he is assured of receiving a fairly 
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definite income from every working period, no matter what serv- 
ice he performs, since all his fees are based on the same hourly 
rate.” The foregoing statement has frequently produced vigor- 
ous obiections from some of our medical friends and clients, 
who have taken exception to the implications of commercialisn 
that they feel it would impose. Some of them approach the prob- 
lem from the mystical basis of the physician as healer and argue 
that the emotional bond between the physician and patient will 
be shattered if the question of cost is permitted to enter into 
the picture until the healing efforts have been accomplished. 
Others object from a more modern viewpoint, that of the phy- 
sician as medical scientist, on grounds that the scientist’s essen- 
tial objectivity in mobilizing all diagnostic and therapeutic 
measures at his command must not be hampered by limitations 
of time or cost. 

To both factions, we can only point out that the hopes thes 
apparently voice for an “ideal” atmosphere in which to practice 
medicine are not presently attainable in our society. In effect. 
and carried to the logical extreme, their visualizations of this 
igeal lead them inescapably to the thesis that all health-protec- 
tive efforts should be financed by society as a whole, which ts 
the fundamental basis of the “socialized medicine” that mos! 
seem to fear as the death-knell of personal ii‘ tive. (We would 
only observe, from studying the ever-increasing «phere of public 
health responsibilities in medicine over the past 50 years, that 
this apparent encroachment on the field of private practice has 
occurred through a space of time when the healing potential 
of private physicians has itself expanded to an even greater 
extent.) To return to our fundamental argument, we can state 
it no better than in the ancient Talmudic injunction to the phy- 
sician that he “be worthy of his hire” by establishing a proper 
compensation for the services he renders.* This proper compen- 
sation for valuable services honestly rendered is then our goal 
to determine, and we have stated our views ! that the physician's 
own time spent on the service comes as close to being a fair 
measure for determining its cost as has been devised up to this 
present. 

HOURLY-RATE BASIS 

In order to establish an hourly-rate basis of fees the follow- 
ing arithmetical quantities must first be determined by the phy- 
sician, and he and his staff must be prepared to devote some 
time and effort to their derivation. 

What Is This Physician’s Annual Net Income Objective?— 
He cannot reply, “as much as possible!” On the hourly-rate basis 
there is theoretically no limit to how much a physician may 
earn; in practice, the higher his financial ambitions lead him, 
the more intensively he must educate his patients to accept his 
services as worth the higher fees that his ambitions demand. 
Carried to the extreme, a physician’s financial ambitions may 
2ad him to setting such high fees as actually to defeat his goals. 
The competitive factor, which we customarily decry,'! operates 
here to monitor ambition; patients will either find other phy- 
sicians in the community performing comparable services at 
lower cost, or will do without the service entirely if they know 
it is completely beyond their means. The physician who might 
tus set an exorbitant value on his efforts will eventually find 
imself “priced out of the market” in one of the traditional 
applications of free enterprise economy. In this fashion society 
at large can enforce upon physicians the fact that some are 
more capable in their profession than are others. But no phy- 
sizian can achieve his own proper level of fees, wherever it may 
be, unless he selects that level and strives through his own per- 
sistent efforts to attain it. The vague desire to “make as much 
1s possible” has led to the abuses that have destroyed the validity 
of fee schedules currently followed. In summary, the physician’s 
net-income objective must be established realistically. 

How Many Productive Hours Annually Can the Physician 
Spend with Patients?—We generally define “productive hours” 
as hours spent in the presence of patients. Unless he holds an 
extremely remunerative teaching, consultative, or hospital 
appointment in addition to his private practice, the physician's 
income must be derived from the time spent with his own pa- 
tients. He frequently devotes many unremunerated hours to 
clinic work, teaching, writing, research, postgraduate studies, 
and other professional activities. If he is to earn a fair living, 
he must be paid for these hours, in some way, that do not carry 
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any or adequate pecuniary reward. His problem here can be 
solved by ignoring these hours in his computations and relating 
his “desired income” to his productive hours, as defined. Like 
the man who desired an unusually high income, the man who 
wishes to devote an unusually high proportion of his time to 
such unremunerative professional activities as the above will find 
that he must set higher private fees in order to realize his per- 
sonal objectives and hope these activities may help to bring 
recognition that his services are worth his higher personal fees. 

What Are Various Services Performed by the Individual Phy- 
sician in His Field?—Earlier in this series,’ we cited the “ad- 
vantages of inclusive fees.” In preparing his own catalogue of 
services, he should consider this approach, and include many 
hitherto separate services under such inclusive heads, establish- 
ing them as true therapeutic entities, not merely grouping them 
arbitrarily in order to avoid too many categories. In this con- 
nection we would repeat: “In setting up and applying his per- 
sonal schedule of fees, the physician must remind himself that 
there is no such thing as an office visit. He may examine, diag- 
nose, consult, perform or prescribe treatment, give education 
in therapy, reexamine to confirm diagnosis, or determine the 
progress of therapy; all are different services that individually 
or in combination may carry different fees.” 4 

What Is the Average Time Devoted in Performing Each of 
These Services?—In arriving at these service/time averages 
through analyses of past performance, the sampling used should 
be as extensive as possible. We recommend consideration of a 
minimum of 20 cases in each category, but 50 to 100 seem 
preferable, because the broader the sample the fairer will be the 
fee finally established. Two principles are involved here. The 
first, an elementary statistical concept, is that the total time 
consumed by the 40 previous cases (including those that went 
smoothly and demanded a minimum ot time and also those that 
were protracted either by atypical response to therapy, idio- 
syncrasy, Or unusual demands on the part of the patient) will 
total very nearly the amount of time that will be consumed 
by the next 40 cases in the same category. The second principle, 
basic to insurance underwriting, is that all patients will pay the 
same fee for the same service, despite the possibility that the 
service may require an average of 15 hours, with most cases 
demanding only 13, but some as much as 25 hours. In this 
example, while it is true that the more fortunate patients pay, 
on a $20 hourly-rate, $40 more than they might have on a “per- 
visit” basis, the patient whose problem requires 25 hours is not 
penalized by having to pay an extra $200 for the extended medi- 
cal care, as well as usually experiencing higher hospital expenses 
and a probable greater loss of income. 

Excellent success with this approach was demonstrated to us 
by a group of general practitioner clients whose custom it had 
previously been to charge $350 for cesarean section. They indi- 
cated that in their experience they had rendered this additional 
service in about one obstetrical case in 50. Therefore, in arriving 
at their new inciusive obstetrical fee, we included $7 to cover 
delivery by section, if it were required. In other words, under- 
standing that there would be “no extras,” every patient was 
happy to pay an unidentified part of an inclusive tee as insur- 
ance against the possibility of having to pay a far greater sum, 
if she should turn out to be the one in 50. 

Closely associated, in effect if not in logic, with this insurance 
principle, is the powerful psychological factor that patients cus- 
tomarily evaluate a physician’s service on a “cure—no-cure” 
basis. That this is true is evident from the type of comment made 
by the patient who is cured and the one who is not. If cure 
results, at worst the patient tends to compare the cost with what 
“Dr. X charged Aunt Elsie for the same thing.” Cure is upper- 
most in this patient’s mind, with control the intuitive alternative 
if complete cure is demonstrated as impossible, and the physician 
is “in for an argument” only when his total fee for that result 
is out of line with what the patient thinks is a proper charge. 
(And if the fee—an inclusive one—is presented and accepted 
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in advance of therapy. the patient is unlikely subsequently to 
consider it improper.) But if therapy is unsuccessful, the patient 
—especially if the limitations of therapy were not clearly pre- 
sented and understood—is likely to demand a detailed account- 
ing of all the (futile) services and thereafter to answer any col- 
lection efforts with such a rejoinder as “When your fee of $50.00 
was quoted to me it seemed like a lot, but I hoped it would 
be worth it. However, I was really surprised when you ran the 
bill up to $70.00 and can’t see where anything of lasting value 
was done.” Or a son or daughter may protest: “I feel my mother 
was overcharged for the services she received. The first call was 
$35.00 and every call thereafter was $5.00, which I don’t think 
was too necessary for what she got out of it. It was just a matter 
of weighing her once a week.” In other words, with fee too 
closely tied to individual services, the tendency to be analytical 
and critical predominates. When fee is related, through emphasis 
on time actually required (even on average) to achieve cure or 
control, even if the conscientious efforts fail, the patient will 
be appreciative of the physician’s intentions—his total service. 


HOW MUCH INCOMI 

Only the physician himself will be able to determine what 
amount of income, in the sense of “take-home pay,” will satis’y 
him. The annual figure he decides upon should be one that will 
enable him to maintain a standard of living acceptable to his 
own needs and family requirements; to provide for insurance, 
investment, retirement, and emergencies; and to allow of reason- 
able luxuries and indulgences. In arriving at this figure, we gen- 
erally recommend that even the relative beginner select, if tenta- 
tively, his eventual goal, since it appears easier to establish a 
proper fee schedule for the anticipated future than to start “low” 
with the intention, seldom acted upon, of gradually increasing 
it later. We recognize that the beginner, and even the man who 
has been some time in practice, will not achieve his ultimate 
income as soon as he se‘s out to rationalize his basic charges. 
but the foundations will be laid, and he will approach it as 
rapidly as he brings his practice under control and his produc- 
tive time becomes filled. Of course the “ultimate” schedule 
initially chosen must be subject to periodic adjustment, either 
because a subsequent check of average service/time relations 
reveals the need for changes, or because the original income 
decided upon may not prove adequate as the physician grows 
older, but the former is a matter of adjustment in particular 
categories and the latter can be effected by a proportionate in- 
crease of all fees. Conversely, in times of economic recession, 
when the physician’s dollar income miust also decline, this cut 
is best effected, as it can be, by a corresponding proportionate 
decrease in fees. Once the physician has settled upon his proper 
take-home pay, it is an easy matter to determine his income 
tax obligations, and by adding this tax figure, the net income 
that he will have to derive from the practice and other sources 
is readily arrived at. To this he must then add the actual annual 
expenses (overhead) of the practice to determine the gross income 
that will have to be achieved. 


HOW MANY PRODUCTIVE HOURS 

If a physician plans to take off 4 weeks a year for vacations 
and conventions and to work six 6-hour days the other 48 
weeks, he should, in the course of a year, put in approximately 
1.725 productive hours. Supposing the net income goal (before 
income tax) that he has selected is $1,500 a month and his over- 
head (a reasonable ratio) is $1,000 a month. He should now 
gross $2,500 per month, or $30,000 per year. Divided by 1,725 
hours, this results in a rate per hour of slightly under $17.50. 
On this basis a “15-minute office visit” would have to be charged 
at around $4.50. Most general practitioners, obstetricians, pedi- 
atricians, and internists of Our acquaintance react to these state- 
ments with the rebuttal that they work at least 12 hours per 
day, charge about that much per office call, yet gross no more 
than the $2,500 per month we have cited above for the “six- 
hour per-day” practitioner. One of the major causes of this dis- 
parity is the fact, which we frequently can demonstrate to the 
physician’s embarrassment, that he usually spends less than half 
his total 12 hours productively, that is, in the direct handling 
of patients. In addition, he generally collects no more than 
80 to 85° of his total charges, the 15 to 20° balance of which 
eventually are sacrificed as uncollectable. (We have assumed, 
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in our $30,000 gross figure above, 190° collections; in practice 
we find that this should be discounted to 95 to 98% collections- 
in a properly supervised office.) For those several reasons we 
recommend that the physician be quite conservative in assuming 
the number of productive hours he will work in the course of 
a year, so that the hourly rate he applies will tend to produce 
more rather than less than the desired income. 

These same groups of physicians also most vigorously protest 
that the demands of their practices will not permit them to limit 
the number of hours they will work. While it is true that a 
practice controlled by the hourly-rate fee schedule and other 
concurrent measures can usually be intelligently controlled in 
respect of hours worked, suppose that a particular physician 
finds that he must put in more hours than he has planned to. 
His hourly rate should still be based on the number of hours 
he desires to work, and if he spends more time (thereby giving 
up periods of relaxation or time he should devote to his family) 
he should receive in compensation an income higher than that 
which he has intended. This increased income may be poor con- 
solation for his being overworked, but it is overtime pay to which 
he is clearly entitled. 


HOW 10 CATALOGUE SERVICES 

We have presented above, as the third and fourth of the 
questions asked as essential to determine the basis of fees, what 
services are performed and how much time each requires in the 
practice of the individual physician. We have also emphasized, 
herein and previously,’ that we believe services should be con- 
sidered in terms of total care rather than as individual items, 
The surgeon and obstetrician have successfully applied this prin- 
ciple for many years; its application to medical, as distinguished 
from surgical specialties, is somewhat more difficult, but many 
of our clients have confirmed our argument with resounding 
success. An internist, for example, cannot in good conscience 
claim that he has insufficient evidence to estimate how many 
visits his new diabetic patient should require during the first six 
months of the initial regimen; if he has seen more tian a half- 
dozen diabetics in a private practice of longer than two years’ 
duration, he has in his files data for at least an initial average. 
With or without this average, he should be able to outline, from 
his previous training and experience, the “ideal” control regimen 
he would like to apply to his own diabetic patients. Perhaps 
the diabetic-control equation is too easy to determine, from the 
standpoint of total visits and total time involved over a given 
number of months, but this is no excuse for lazy alibis regarding 
other specialties or syndromes. We have counselled with gen- 
eral practitioners in working out average fees for such anomalous 
entities as the common cold, with rheumatologists in treating 
the protean complexities of the arthritides, and with psychiatrists 
in setting up extremely complicated therapy programs. 

Our major word of caution in establishing the physician’s own 
catalogue of services is that he consolidate it so far as is possible, 
following his principle of functional definition. (His goal of clari- 
fication and simplification is hardly served if he designates over 
100 separate types of service in a study of less than 1,090 con- 
secutive patient visits, as we recently observed in one general 
practice.) At the same time, his desire to “streamline” must not 
lead him into the equally fatal error of lumping a majority of 
services performed in the office as “office visits,” whether the 
service was a renewal of dressings by the nurse, requiring none 
of his time, or if at the other extreme, he spent an hour in explor- 
ing and counselling on the patient’s interpersonal maladyjust- 
ments. 

FIGURING THE HOURLY-RATE FEE SCHEDULI 

Let us assume that we now have the two basic figures to de- 
termine desired net income and the set of service/time aver- 
ages for the practice, so that we may calculate the physician’s 
hourly-rate fee schedule. The simple procedure ts then as fol- 
lows. Divide the determined annual gross income by the number 
of hours that are to be worked productively in the course of 
a year. This gives the hourly rate. Multiply the average time 
arrived at for each service by this hourly rate. This produces the 
projected (hourly-rate) fee schedule. We have often found it 
advisable to suggest an alternate method of arriving at final fees 
for certain specialties, notably surgery and obstetrics, where 
there will inevitably be productive peaks and valleys. There- 
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fore it is not feasible to base calculations as above, on working 
such a regular schedule as six hours a day, six days a week, 48 
weeks a year. Therefore the hourly-rate fee schedule must be 
arrived at via a slightly different method of computation. The 
method of determining the basic hourly rate is identical, the 
difference lying in the handling of the averaged service/time 
factor. 

When the average time has been arrived at (and, of course, 
in obstetrics, surgery, and similar specialties, this average time 
must include all time that is covered by the fee spent preopera- 
tively and postoperatively with the patient), it will then be 
assigned a point value. For example, 8 hours—8 points and 
10!4 hours—10'%4 points. Next the physician will estimate how 
many times in the course of a full year he can expect to render 
each of the listed services. The number of performances of each 
service multiplied by the number of points assigned will give 
the total points for that service. Addition of all totals for in- 
dividual services will give the grand total of points to be divided 
into the intended annual gross. The result of this division will 
be the value of one point. This point value multiplied by the 
point value of each particular service will give the hourly-rate 
fee for that service. For example, let us consider a surgeon who 
only renders five services, as shown in table 1. 


TaBLe 1.—Point-Value Equivalent of Total Annual Hours 


Surgical Time, Point Performed Total 
Procedure Hr Value Annually Points 

REET ily 64 28 182 

10% 10% 16 164 

4 4 34 136 


Supposing the intended gross income (as in our previous eX- 
ample) is to be $30,000. The value of a point will thus be approxi- 
mately $33. The projected fee schedule for this surgeon, with 
fees stated in round numbers (actual calculated fee in parenthesis) 
and the results incomewise are given in table 2. 


TABLE 2.—Projected Fee Schedule and Income Results 


ryt: 
limes 


Surgical Projected Performed Gross 
Procedure Fee Annually Ineome 
$265 (264) 20 5,300 
$200 (206) 28 5,600 

S29, 720 


Fee Adjustments —Whichever method of fee computation is 
applied, when the projected fee schedule is arrived at, it will 
be found that, while the majority of the fees will not vary 
markedly from those already in effect, there will be a few in 
which conversion to the projected hourly-rate fee schedule will 
mean a radical revision either upwards or downwards. While 
we do not deviate from our basic premise that each physician 
is entitled to establish fees proper to his personal approach and 
activity and should do so, we cannot practically propose immedi- 
ate alterations so marked that they draw unfavorable attention 
to the changes, and in these instances we counsel progressive 
modifications toward the desired level. 

The reason why there will be such occasional differences is 
the arbitrary manner in which existing fee schedules are custom- 
arily developed. For example, a surgeon may today charge 
$200 for a procedure that involves no more than 4 hours, and 
only $400 for one that involves 15 hours (frequently because 
these are the “going rates” established or accepted by insurance 
companies), whereas we have seen, in the examples cited, that 
these fees should be $130 and $500 respectively. As an interim 
step, in such a situation, we would probably propose the reduc- 
tion of the $200 fee to $175 and an increase in the $400 to 
$450. (It will be noted that, in our example, this would make 
little or no difference incomewise.) Later, as the physician's edu- 
cation of patients becomes more effective, it may be possible to 
bring these fees more closely into proper relationship. 
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Recently we were asked why the revision of a fee schedule 
to conform to those published by insurance companies would 
not provide a “fair” schedule, since the insurance fees were 
“actuarially based.” We pointed out that, while the insurance 
company actuarially arrived at the premiums that would have 
to be charged by relating fees to incidence, the approved fees 
were more likely to reflect an average of prevailing fees already 
being charged across the country than fees that they had them- 
selves selected by relating service to time. These “prevailing 
fees,” which form the basis of insurance schedules, have thus 
evolved by the same arbitrary method producing the discrep- 
ancies to which we have previously referred. We must all recog- 
nize that, theoretically sound and certain as the hourly-rate basis 
is, it cannot work out perfectly in practice because we are deal- 
ing with unpredictable factors both in the physician and the 
patient. The intended gross income will be the ideal that the 
physician strives for and reasonably approaches. Its effective 
attainment will be limited by allowances he makes to truly de- 
serving patients, professional courtesy discounts, and, on the 
reverse side of the ledger, “contingency fees,” which he adds to 
his basic fee, despite the fact that average time already has 
made some allowance for the abuses that call for them. Such 
fees are proportionally charged to patients who, for one reason 
or another, make unusual and unreasonable demands on the 
physician’s time. (Allowances, professional courtesy, and con- 
tingency fees will be discussed in the next article in this series.) 
Other modifying influences are the rounding-off of fees, which 
in the surgical example produced a deficit of $280 below the 
intended gross income, and also the fact that performance can- 
not be expected to work out exactly as it is projected. 

The physician’s intended income calculations should therefore 
be protected on the upward side. Part of this protection will 
come, as we have already seen, from the fact that he will likely 
be forced by the demands of emergency services to work longer 
hours than he desires. A second means of securing his position 
is by the device of ignoring in his basic calculations separately 
charged office visits, except when they are the mainstay of the 
practice and cannot be reduced. There should be a charge for 
all such office visits as cannot be covered by an inclusive fee, 
and this charge will be based on the hourly rate, but the hourly 
rate will be arrived at by excluding office visits (especially where 
the point system approach is used) from the calculations. Thus, 
the income derived from office visits will be an override that 
will compensate for unavoidable leaks in other areas. (Where 
the “productive hours” basis is used, office visits are excluded 
by proportionally reducing the daily number of productive 
hours.) Finally, the hourly-rate fee schedule arrived at must 
never be regarded as immutable. Periodically, on the basis of 
additional experience, the physician should refigure his “average 
time per service,” and if there is marked variation from the 
figures used in the original calculations, the particular fee should 
be recalculated and the fee adjusted accordingly. 


ADVANTAGES OF THE HOURLY-RATE BASIS 

While we have conceded that there may have to be some 
deviation from the ideal and accurately calculated fees set for 
the above, the greatest advantage of the hourly-rate basis is the 
sense of security that it gives the physician and his staff in pre- 
senting fees to patients. They know that the fee presented has 
been fairly determined and is therefore fair both to the physician 
and his patient. The lack of assurance with which most phy- 
sicians present their fees today, and the fact that from time to 
time (and usually for the wrong patients) they vary the fee 
schedule established in their offices on an arbitrary basis, springs 
in large measure from their subconscious doubts of the validity 
of the fees they are presenting and of the basis on which their 
fee schedule was initially developed. When a physician knows 
that the fee he is presenting is proper to the service he is render- 
ing, he knows also that he merely has to present it—that he does 
not have at the same time to justify a figure that he is not sure 
he can rationally justify. In other words, he can present it with 
full assurance as to its propriety. If there then develops any 
valid reason for departing from his established schedule, he can 
do so on a sensible and rational basis, knowing exactly what 
he is doing and also what effect it will have on his own earnings. 


1955 Franklin St., San Francisco (9) (Mr. Porterfield). 
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Malpractice: Liability of Industry for Negligence of Company 
Physician.—The plaintiff sued the Scullin Steel Company, his 
former employer, for damages for injuries allegedly caused by 
the negligence of its employees, particularly its company physi- 
cian. From a judgment for the defendant, the plaintiff appealed 
to the Supreme Court of Missouri. 

When the plaintiff entered the defendant’s employment in 
February, 1943, the company physician, Dr. Leo Will, gave him 
a physical examination that showed that the plaintiff was in 
good physical condition except for a heart lesion. An x-ray 
revealed a slight enlargement of the heart, caused by the con- 
stant pulling up of the muscle. Dr. Will told the plaintiff that 
he heard a murmur in his heart, but he approved him for manual 
labor. Except for several short periods of time, the plaintiff 
served as an employee of the defendant company until February, 
1949. During this time, the plaintiff worked in the core room 
and handled cores weighing from 25 to 175 Ib. In July, 1948, 
he fell against a core stand and experienced a pain in his chest 
or heart. He saw Dr. Will about the condition, vut Dr. Will 
merely examined him, had an x-ray taken, prescribed medicine, 
and advised him to take things easy. Later that year the plaintiff 
was examined and treated at a medical center and learned for 
the first time that he had been suffering from cardiovascular 
syphilis. In February of 1949, the plaintiff was told by Dr. Will 
to go home and to obtain the care of a private physician. In 
March he became the patient of a Dr. Melvin Goldman, who 
treated him through 1951 for syphilis. An electrocardiogram 
taken in March, 1949, showed the condition of the plaintiff to 
be normal; one taken in June, 1950, showed some enlargement 
of the left ventricle; and one taken in September, 1951, showed 
some moist rales, indicating moisture in the lung. A complete 
examination on Sept. 14, 1951, also showed a questionable 
edema of the ankle. All x-rays taken by Dr. Goldman showed 
essentially the same condition as those taken by Dr Will. 

The theory of the plaintiff's suit was that the defendant, 
through its employees, had ordered him to do work that he was 
not physically capable of doing; that the defendant knew or 
had reason to know of his disability; and that the doing of 
manual labor for the defendant had aggravated his heart con- 
dition and shortened his life expectancy. Dr. Will described the 
heart condition that he discovered before the plaintiff com- 
menced to work for the defendant as a “sea gull” murmur. He 
stated that he had never heard such a murmur before and that 
he could not tell which heart valve was involved but that at no 
time during the plaintiff's employment did he find signs of de- 
compensation. Dr. Will explained that he approved prospective 
employees for manual labor, even though they had heart mur- 
murs, unless there were signs of decompensation, because in his 
Opinion a person with a heart murmur would not increase de- 
compensation any more by manual labor than he would by 
remaining inactive. Furthermore, the plaintiff never complained 
of trouble with his heart until after the accident in 1948, and 
the examination given at that time still did not show signs of 
decompensation. Until the time of the trial Dr. Will was un- 
aware that the plaintiff had syphilis. Dr. Goldman, testifying 
for the plaintiff, substantiated Dr. Will's testimony of the plain- 
tiffs condition while employed by the defendant and disclosed 
that the accident contributed to and aggravated his heart con- 
dition, precipitating decompensation and possibly thrombosis. 

The Supreme Court first pointed out that the instant case 
is not like the situation where an employer has been warned that 
his employee has a disability and can not do certain types of 
work but nevertheless orders the employee to do the forbidden 
work. Rather, the instant case presents a question of whether 
the company physician acted negligently in deciding that the 
plaintiff could do manual labor without it resulting in physical 
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harm to the plaintiff. The defendant could not be liable unless 
the physician himself was liable. There was no question, said 
the court, as to Dr. Will having the requisite skill and knowledge 
to perform the tasks required of him as the company physician. 
The court further pointed out that no witness, expert or other- 
wise, testified about Dr. Will not acting according to the ac- 
cepted standards of practice in that community in either examin- 
ing the plaintiff or recommending him for manual labor. Dr. 
Goldman merely testified that in his opinion he would not have 
so recommended the plaintiff. The Supreme Court held that, on 
the basis of such testimony, one could merely conclude that 
Dr. Will had a medical opinion that differed from that of Dr. 
Goldman. A difference of medical opinions does not indicate 
that one of the physicians acted negligently, however. Accord- 
ingly the court affirmed the judgment in favor of the defendant 
company. Brown v. Scullin Steel Co., 260 8. W. (2d) 513 (Mo., 
1953). 


Childbirth: Liability for Prenatal Injuries.—The plaintiff, a 
minor, sued for prenatal injuries caused by the defendant's 
alleged negligence. From an order of the trial court, the de- 
fendant appealed to the supreme court, appellate division, third 
division, New York. Prior to his birth, and when his mother 
was in the third month of her pregnancy, the plaintiff was in- 
jured when the defendant struck and knocked down his mother 
while driving an automobile. As a consequence the plaintiff 
was born weakened, debilitated, and otherwise physically handi- 
capped. The defendant maintained that a person could not 
recover for prenatal injuries that were inflicted before such 
person had reached the stage of viability. 

In 1951 the Court of Appeals held that a person could recover 
for prenatal injuries inflicted during the ninth month of the 
mother’s pregnancy. That case dealt with injuries to an unborn 
but viable child, and the appellate division held that the same 
rule should apply even though the unborn child was injured 
prior to the ninth month. In determining when a person be- 
comes capable of acquiring legal rights, the time of conception, 
said the court, was more important than the time of viability. 
At the moment of conception the fetus becomes an entity 
distinct from the mother and may be physically separated as a 
distinct entity, and the fact that a nonviable child would not 
survive if separated should not be used as a basis for denying 
the child certain rights that normally accrue to every individual 
person. In conclusion, the court held that if the child, born after 
an injury sustained at any period of his prenatal life, can prove 
the effect on him of the tort, he makes out a right to recover. 
Hence, the supreme court affirmed the decision of the lower 
court for the plaintiff-infant. Kelly v. Gregory, 125 N. Y. S. 
(2d) 696 (N. Y., 1953). 


Workmen’s Compensation Acts: Injury Without Loss of Earning 
Power; Compensability.—In a claim for an award under the 
Workmen’s Compensation Act, the industrial commission found 
in favor of the employer. The claimant then appealed to the 
Supreme Court of Oklahoma. While working at a mine owned 
by his employer, the claimant inhaled fumes from a chemical 
preparation containing xanthate, which was used in processing 
materials at the mine. The inhalation caused the claimant to 
lose his sense of smell and partially his sense of taste. An award 
was denied on the grounds that the claimant had suffered neither 
an accidental injury nor any loss of wage-earning capacity. 

The Supreme Court held that the inhalation of fumes by an 
employee while acting within the scope of his employment con- 
stitutes an accidental injury within the meaning of the workmen's 
compensation law. It also held that it was immaterial to the right 
to recover that the claimant suffered no loss of earning capacity. 
The compensation law, said the Supreme Court, provides for a 
set rate of compensation to be paid for permanent disabilities, 
even though they do not effect a loss of the employee’s earning 
capacity. Accordingly, the Court reversed the denial of com- 
pensation and remanded the case for further proceedings. Ford 
v. Nellie B. Mining Co., 255 P. (2d) 504 (Okla., 1953). 
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Successful Short-Term Therapy of Streptococcal Endocarditis 
with Penicillin and Streptomycin. B. Hall, H. F. Dowling and 
W. Kellow. Am. J. M. Sc. 230:73-81 (July) 1955 [Philadelphia]. 


During the past three years Hall and associates treated 15 
patients with endocarditis caused by penicillin-sensitive alpha 
and gamma Streptococcus organisms with short-term penicillin 
and streptomycin therapy. In each case the diagnosis was 
established by 2 to 11 (average, 5) positive blood cultures. In 
10 cases, an alpha Streptococcus was isolated, while a gamma 
Streptococcus was found in the remaining five. In all except 
two of the patients the organisms were sensitive to 0.1 unit of 
penicillin or less per cubic centimeter. In 11 of the 15 cases 
Streptomycin sensitivity of the causative organism was deter- 
mined, and it ranged from 0.2 to 50 mcg. per cubic centimeter. 
In 11 patients the underlying heart disease was of rheumatic 
origin. In three patients, diagnoses were calcific aortic stenosis, 
syphilitic aortic insufficiency, and tetralogy cf Fallot, respectively. 
One patient may have had a normal heart prior to the onset 
of bacterial endocarditis. Antibiotic treatment was started as 
soon as the results of blood cultures became known. In some 
instances, digitalis, mercurial diuretics, and blood transfusions 
were also employed. The usual plan of antibiotic treatment 
consisted of the intramuscular injection of 600,000 units of 
aqueous procaine penicillin G at six hour intervals for 10 days, 
for a total dose of 24 million units. Streptomycin, or, more 
commonly, a mixture of equal parts of streptomycin and dihy- 
drostreptomycin, was given concurrently in a dose of 0.S gm. 
at 6 hour intervals for 5 days, and 0.5 gm. at 12 hour intervals 
for another 5 days, for a total of 15 gm. in 10 days. In a few 
of the patients treatment was continued for 13 or 17 days. Two 
of the patients died while hospitalized for treatment, and a third 
patient continued to be febrile and was successfully re-treated 
with larger doses of penicillin alone for six weeks. The 12 remain- 
ing patients were successfully treated by short-term combined 
antibiotic therapy. The authors show that the short-term therapy 
is the more desirable, since a regimen of four to six weeks of 
therapy, such as has been found necessary in the past, has many 
disadvaniages. 


Myocardial Infarction in Younger Age Groups. L. V. McVay 
Jr. J. M. A. Alabama 25:1-8 (July) 1955 [Montgomery, Alla.}. 


Age is generally regarded as an important factor in myocardial 
infarction, but those who have witnessed many autopsies are 
aware that coronary atherosclerosis may occur in relatively 
young persons. This was strikingly illustrated by Enos, who 
demonstrated that 77% of American soldiers killed in Korea 
had coronary atheromas. This report is concerned with 34 
patients with myocardial infarction, who were observed at the 
Maxwell Air Force Base Hospital, during a four year study. 
There were 17 aged 40 or less, and 17 were 41 or over. That 
not a single coronary occlusion occurred in a Negro patient is 
regarded as indicative of a racial factor. Other factors that 
seemed to play a part in the pathogenesis of coronary occlusion 
were: a familial hisiory, obesity, excessive use of tobacco and 
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alcohol, as well as unusually strenuous activity. In Alabama 
myocardial infarction seems to occur more commonly during 
the warm season. Myocardial infarction is often overlooked in 
young persons, chiefly because it is regarded as uncommon and 
because the clinical picture may be atypical. Serial electrocardio- 
grams, sedimentation rates, and white blood cell counts are 
frequently required to establish the diagnosis definitely. No 
laboratory procedures, however, can substitute for clinical 
observation and alertness. 


Anticoagulant Treatment in Myocardial Infarction. J. Heich- 
mann. Harefuah 48:190-192 (May 1) 1955 (In Hebrew, English 
Abstract) [Jerusalem-Tel Aviv, Israel]. 


On the basis of observations in the treatment of 231 patients 
with myocardial infarction, the author advises the use of bishy- 
droxycoumarin (Dicumarol), since it prevents one of the most 
important and often fatal complications, The mortality in 180 
of the cases treated with bishydroxycoumarin was 9%, excluding 
patients who died during the first three days after admission. 
In only two of the patients treated with bishydroxycoumarin 
did thromboembolic complications occur. They appeared in 
One patient three days and in the other 10 days after stopping 
treatment with bishydroxycoumarin. Of the 51 patients not 
treated with anticoagulants, 18% experienced thromboembolic 
complications. The author thinks that the use of anticoagulants 
in patients with myocardial infarction was partially responsible 
for the low mortality rate observed and not only through 
prevention of thromboembolic complications. Bishydroxycou- 
marin should be continued despite fluctuations in the prothrom- 
bin time, which may occur during treaiment, because thrombo- 
embolic complications did not occur more often in cases with 
great fluctuations in the prothrombin time. Only a small number 
of other complications occurred in patients with myocardial in- 
farction in the course of the treatment with bishydroxycoumarin, 


Osler’s Endocarditis Lenta Due to Streptococcus Resistant te 
Other Antibiotics, Cured by Erythromycin. J. Lambert, J. 
Lamalle and R. Lievens. Acta clin. belg. 10:62-68 (Jan.-Feb.) 
1955 (In French) (Brussels, Belgium]. 


A case of subacute bacterial endocarditis (endocarditis lenta) 
is reported. The patient’s blood culture was consistently negative 
for a month, after which period nonhemolytic streptococci were 
isolated that were resistant to penicillin, streptomycin, oxytet- 
racycline, and chloramphenicol; slightly sensitive to chlortet- 
racycline; and definitely sensitive to erythromycin. Treatment 
with combined penicillin and streptomycin in massive doses 
and then with oxytetracycline given intravenously, both tried 
before the hemogram became positive, was a complete fail- 
ure. Clinical cure was obtained by the administration of 
erythromycin alone: the dosage was 2 gm. a day for a month 
with progressively decreasing doses during a second morth. 
No side-effects were observed. There has been no recurrence 
in a follow-up period of five months. Thus it is seen that erythro- 
mycin alone can be effective in the treatment of subacute 
bacterial endocarditis of Osler. This knowledge gains greater 
value in the light of the growing resistance of the pathogens 
to various antibiotics. 


Results with a Combination of Rauwolfia and Adrenergic 
Blockade in the Treatment of Hypertension. J. H. Moyer, 
W. Hughes, E. Dennis and others. Am. J. M. Sc. 230:33-44 
(July) 1955 [Philadelphia]. 


Hypotensive effects of Rauwolfia plus phenoxybenzamine 
(Dibenzyline), and of these two drugs in combination with 
protoveratrine were compared in 47 patients with varying 
degrees of hypertension. A significant hypotensive response, a 
mean blood pressure reduction of 20 mm. Hg or more, was 
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achieved in 23 of 28 patients receiving the combination of 
Rauwolfia, protoveratrine, and phenoxybenzamine. Of 19 pa- 
tients receiving only Rauwolfia plus phenoxybenzamine, 14 
experienced significant blood pressure response, but this latter 
group of patients had slightly more severe hypertension, in 
that all had previously been unresponsive to Rauwolfia alone. 
Side-effects of al! regimens (including Rauwolfia alone) were 
seen in nearly all patients. Chief side-effects of the Rauwolfia- 
protoveratrine - phenoxybenzamine combination consisted of 
nasal congestion, sedation and fatigue, increased appetite, dizzi- 
ness, and bradycardia. Orthostatic tachycardia, a major side- 
effect of phenoxybenzamine alone, was seen infrequently when 
the drug was used in this combination. The dose requirement 
of phenoxybenzamine was greatly reduced as compared with that 
required when this agent was used alone. Results indicate that 
the combination of phenoxybenzamine and Rauwolfia, with or 
without protoveratrine, may prove generally useful in the 
treatment of all degrees of hypertension. Rauwolfia blocks 
vasoconstrictor impulses centrally, whereas phenoxybenzamine 
blocks vasoconstrictor impulses peripherally; together these 
effects make this a potent combination for reducing the blood 
pressure in patients with hypertension. 


Malignant Hypertension: Clinical Study. M. Plaza de los Reyes, 
R. Gomez and L. Szpirman. Rev. meéd. Chile 83:234-240 
(April) 1955 (In Spanish) [Santiago, Chile]. 


In the Hospital Clinico of Santiago, Chile, 26 patients with 


_malignant hypertension were observed. There were 8 female 


patients and 18 male. Most of the patients were between the 
ages of 20 and 50 years. All of the patients were in a poor 
general state of health with high arterial hypertension, a diastolic 
pressure above 130 mm. Hg, hypertensive encephalopathy, and 
retinopathy. Arterial hypertension had lasted for more than 
two years in 15 patients. The disease proved to be of nephrogenic 
origin in half the patients and either essential or of unknown 
origin in the remaining. Chronic pyelonephritis was the cause 
in seven women and in three men, and chronic glomerulo- 
nephritis in three men. The symptoms of hypertensive encepha- 
lopathy were headache in all patients and a great diminution of 
vision in 11 patients. Other disorders of vision and hearing, 
and vomiting and insomnia were observed in the remaining 
patients. The average systolic-diastolic pressures for the group 
were 239/153 mm. Hg respectively. A diastolic pressure of 
150 mm. Hg or more was observed in 19 patients in whom the 
renal plasma flow was greatly diminished. A histopathological 
study of the kidney was made in six cases by biopsy during an 
operation and in four cases after autopsy. The lesions were 
those of malignant nephrosclerosis in four cases, nephrosclerosis 
and chronic pyelonephritis in four, and chronic extensive 
glomerulonephritis and benign nephrosclerosis in a case each. 
The authors conclude that malignant hypertension develops in 
two stages. In the early stage hypertension increases as a result 
of functional renal disorders that can be controlled by medical 
or surgical treatment, causing hypertension to reverse to normal 
or nearly normal figures. The second stage consists of progressive 
increase of diastolic hypertension that produces acute arteriolar 
lesions of malignant nephrosclerosis, cerebral edema, and hyper- 
tensive encephalopathy. The disease can be either primary and 
of rapid course and poor prognosis or secondary to nephrogenic 
hypertension. 


Brill-Symmers Disease with Splenohepatorectal Localization. 
B. Wissmer, H. Dubois-Ferriere, E. Naz and P. Wettstein. Arch. 
mal. app. digest. 44:273-290 (March) 1955 (In French) [Paris, 
France]. 


A case of giant follicular lymphoma (Brill-Symmers disease) 
with unusual localization limited to the spleen, liver, and rectum 
was seen in a 56-year-old woman. When first seen by the authors, 
she was suffering from severe bloody diarrhea, had ascites, was 
cachectic, and had been given a rapidly fatal prognosis. The 
true nature of her disease was not discovered until the spleen 
was examined microscopically after splenectomy, although 
she had undergone a battery of clinical and laboratory tests. 
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The combination of splenectomy and roentgen irradiation of 
the liver and rectum restored the patient to excellent health. 
This case is a good illustration of the confusion arising when 
giant follicular lymphoma remains undiagnosed because it is 
not envisaged as a possibility. The diagnosis was especially 
difficult here because there was no adenopathy. Malignant 
giant follicular lymphoma is a fairly rare disease; there are 
about 200 cases of it reported in the literature. It occurs most 
commonly in persons between 40 and 60 years of age. Its 
characteristic symptoms are generalized adenopathy and splenic 
involvement with splenomegaly. There are no general signs of 
the disease, and the blood picture is normal. Some forms can 
be localized to a single organ. The disease evolves slowly 
toward generalization and sarcomatous transformation; occa- 
sionally lymphocytic leukemia or Hodgkin's disease is the end- 
result. The increase in size and number of the lymphatic follicles 
can be seen macroscopically. The diagnosis can be made from 
histological data only. Clinical differential diagnosis must be 
made trom lymphoid leukos's, Hodgkin’s disease, chronic inflam- 
matory adenitis, Banti’s disease, and lymphosarcoma, among 
others. Since the disease is highly radiosensitive, remissions can 
be induced that may last five years or longer. Actinomycin also 
appears to be of value in this therapy. 


Sarcoidosis: Uveoparotid Fever. V. Contreras Vilu and R. Val- 
divieso D. Rev. méd. Chile 83:250-252 (April) 1955 (In Spanish) 
{Santiago, Chile]. 


The subject of this report, a man 38 years old, was normal 
up to the appearance of the typical symptoms of uveoparotid 
fever, including unilateral facial paralysis and great damage to 
the eyes. During the first attack the treatment consisted of sulfa- 
diazine given orally up to a total dose of 17 gm. and local 
application of cortisone solution. Two recurrences followed at 
intervals of one year. During the second recurrence a large 
tumor developed in the right parotid gland that was removed 
under the diagnosis of a mixed parotid tumor. Histological 
study showed it to be tuberculous lymphadenitis. One year later 
a large tumor developed in the left parotid-gland. Biopsy showed 
tuberculosis. Examination for bacilli and the tuberculin tests 
were negative. Roentgen examination of the chest showed 
bilateral chronic pneumonia of the interstitial type. The tests 
for sarcoidosis were positive. A review of the histological pre- 
parations changed the diagnosis from tuberculosis to sarcoidosis. 
The treatment consisted of cortisone administered in a dose 
of 150 mg. and maintenance doses of 50 mg. each, to a total dose 
of 3 gm. The general condition of the patient improved, and 
the size of the left parotid gland greatly regressed. The roentgen 
aspect of the lung and the ocular lesions did not change. Loss 
of vision was almosi complete when the patient was discharged. 
The authors direct attention to the importance of early treatment 
with corticotropin and cortisone. These drugs prevent the 
progress of early ocular lesions, cause improvement in the 
general state of health, and stimulate spontaneous remission 
of the disease. The results are transient. 


Medical and Social Aspects of the Treatment of Rheumatoid 
Arthritis with Special Reference to Factors Affecting Prognosis. 
J. J. R. Duthie, M. Thompson, M. M. Weir and W. B. Fletcher. 
Ann, Rheumat. Dis. 14:133-149 (June) 1955 [Londona, England]. 


The objectives of the reported studies were to assess the im- 
mediate results of treatment in hospital on patients with rheuma- 
toid arthritis; to ascertain how long improvement could be main- 
tained after discharge; to determine the relationship between 
clinical progress and changes in social and economic status: 
and to obtain information about factors that might help to 
predict the response to treatment of individual patients. The 
original group consisted of 307 patients admitted to hospital 
between June, 1948, and July, 1951. Of this group 282 were 
available for assessment at the last follow-up examination. It 
was found that the admission to hospital of patients with 
rheumatoid arthritis is followed in the majority of cases by 
a substantial improvement in functional capacity and a signifi- 
cant decrease in the activity of the disease. Improvement is 
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well maintained after discharge, although a more prolonged 
follow-up is required before it can be claimed that the natural 
course of the disease has been significantly altered. A close 
relationship exists between improvement in the medical sense 
and betterment of social and economic circumstances. When 
advice and help are available, increase in functional capacity 
leads to increased efficiency at home and at work. In predicting 
the immediate response to treatment and the subsequent course 
of the disease, the most important single factor appears to be 
the duration of symptoms before admission to hospital. Patients 
admitted within one year of onset respond very satisfactorily 
to the basic regime of treatment, and the majority continue 
to improve after discharge. However, results at this stage of 
the disease may be favorably influenced by the admission of 
a proportion of patients in whom the disease is destined to run 
a relatively benign course. An acute onset followed by a rapidly 
progressive course in the early stages may indicate a rather 
benign form of the disease. The erythrocyte sedimentation rate 
and the disease activity on admission have little bearing on 
prognosis. Mild or moderate anemia on admission is not of 
grave significance, but, when anemia is severe, response to 
treatment is less satisfactory. Social and medical supervision 
may play a part in consolidating the benefits of hospital treat- 
ment. The medical social worker occupies a key position in 
the organization of long-term care and follow-up. The results 
that follow the conservative forms of treatment in hospital 
compare favorably with those claimed for other forms of treat- 
ment, such as the administration of gold or cortisone. 


Undiagnosed Lung Diseases: A Survey of One Hundred Con- 
secutive Supraclavicular Biopsies. E. F. Skinner and J. R. Hall. 
Memphis M. J. 30:78-80 (July) 1955 [Memphis, Tenn.]. 


Skinner and Hall resorted to supraclavicular biopsy in 100 
patients in whom pulmonary diseases could not be diagnosed 
with the usual diagnostic procedures, such as skin tests for 
tuberculosis and histoplasmosis, bronchoscopy and bronchial 
washings, bronchograms, multiple sputum studies for tubercle 
bacilli and tumor cells and fungi, pleural fluid studies when 
pleural fluid was present, bone marrow examinations, fluoros- 
copy, x-rays of the chest in various projections, and even in 
a few cases lung biopsy or biopsy of the chest wall and axillary 
nodes. The surgical approach to supraclavicular biopsy was 
essentially the same as that used in a phrenic nerve operation. 
The fat pad lying on the scalenus anterior muscle is removed, 
together with its contained lymph nodes. By pulling on this fat 
pad, lymph nodes can be removed from beneath the clavicle 
and from the superior mediastinum. A supraclavicular node 
biopsy is essentially a superior mediastinal lymph node biopsy. 
All of the right lung and the left lower lobe and a portion of 
the left upper lobe usually drain into the right supraclavicular 
nodes, and the left supraclavicular nodes drain chiefly the left 
upper lobe, excluding part of the lingula. This information is 
useful in deciding on which side to do the supraclavicular node 
biopsy. Positive biopsy reports were obtained in 43 and negative 
Ones in 41 of the 100 patients. The remaining 16 patients also had 
negative biopsies, but in these a positive result could not be 
expected, since they had medical diseases such as bronchiectasis, 
pneumonia, and so on. No fatality resulted in the 100 supra- 
clavicular biopsies, and there was little morbidity. Hospitalization 
usually averaged 48 hours. In many of the cancer patients a 
positive supraclavicular biopsy saved the patient from major 
surgery, as such distant metastases made surgical cure highly 
improbable. Supraclavicular biopsy should be performed irre- 
spective of whether or not nodes are palpable in the neck. There 
were 18 among the 100 patients in whom no nodes were palpable 
and yet the supraclavicular biopsy yielded a positive report. 
In addition to pathological examination the resected nodes 
should also be studied bacteriologically for tubercle bacilli and 
fungi. 


Prognosis of Infantile Tuberculosis. P. Fornara. Minerva med. 
46:1027-1039 (April 12) 1955 (In Italian) [Turin, Italy]. 


The prognosis of infantile tuberculosis, which was almost 
always fatal in the preantibiotic era, has been revolutionized 
by the discovery of antibiotics. With chemotherapy and anti- 
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biotic therapy, primary tuberculosis can today have a favorable 
course. This was proved by a comparative study of two episodes 
of contagion that were observed in the preantibiotic and anti- 
biotic eras respectively. The first occurred in a Novara Foundling 
Hospital in 1928, and the death rate was 73.82%; the second 
occurred in a kindergarten in the province of Milan in 1951, 
and the death rate was 3.7%. Generally, if a child is still alive 
one month after his removal from the source of contagion, his 
survival tends to become definitive; if he does not die within 
one and one-half years after the first signs of the infection, it 
is almost certain that he will not die of primary tuberculosis. 
Ali children with a primary infection should be watched care- 
fully and made to follow special precautions, especially during 
the first 4 to 5 months, and for at least 18 months from the 
onset of the condition. Chemotherapy combined with antibiotic 
therapy gives good results. Infants under 6 months of age should 
be given streptomycin, p-aminosalicylic acid, and isoniazid; 
older children should be given isoniazid and p-aminosalicylic 
acid. With these therapies, forms that in the preantibiotic era 
would have progressed toward caseation and massive cavitation 
are arrested and healed. Prognosis of the local complications 
of primary tuberculosis depends on the time in which therapy 
is started and on the patient’s degree of resistance. If this is 
satisfactory, primary tuberculosis and its local complications 
are cured, otherwise the tuberculous lesions tend to develop 
into a progressive type of pulmonary tuberculosis. The prognosis 
of tuberculous meningitis and miliary tuberculosis, which was 
fatal in all cases, has also been favorably influenced by the 
discovery of antibiotics, and especially of streptomycin. The 
author has obtained good results in tuberculous meningitis with 
streptomycin given intrathecally and intramuscularly combined 
with isoniazid given intramuscularly and orally and p-amino- 
salicylic acid given orally. He rejects treatment of tuberculous 
meningitis with isoniazid alone. He reports good results in 
patients with miliary tuberculosis to whom he administered 
streptomycin at first combined with sulfone, then with p-amino- 
salicylic acid and thiosemicarbazone, and later with isoniazid. 


Prognosis of Hepatic Cirrhosis. M. Coppo. Minerva med. 
46:989-992 (April 12) 1955 (In Italian) [Turin, Italy]. 


The prognosis of hepatic cirrhosis is fatal (except for a few 
rare cases), the main feature of the condition being atrophy 
of the liver as a specific and functioning tissue. The disease, and 
therefore its prognosis, has not been substantially modified by 
modern treatment; this merely slows down the progression of the 
condition and checks some of its symptoms and their conse- 
quences. Despite present day therapy, 70% of patients with 
cirrhosis die within five years of its clinical diagnosis. The 
prognosis depends on an exact diagnosis and on the phase 
reached by the cirrhosis. Ascites is a grave sign, and when it 
is the result of the progressing of the disease the prognosis is 
poor. Jaundice accelerates the progression of the cirrhosis. 
Biopsy, which is a valuable diagnostic means, is of little use 
for the prognosis because it is limited to one particular area 
of the liver, whereas the prognosis is based on the condition 
of the entire organ and on its regenerative power. The main 
point of the prognosis lies within the liver itself, namely, on 
the cirrhotic-damage/liver-resistance ratio. The fatal prognosis 
of this condition can be modified by (1) prophylactically pro- 
tecting the liver from al! injuries, because any hepatic impair- 
ment may become the starting point of the condition; (2) main- 
taining or stimulating the regenerative powers of the liver and 
the rebuilding of the impaired parenchyma; and (3) trying to 
reach an early diagnosis of the cirrhotic damage so that it may be 
either kept within a restricted area or eliminated in the initial 
phase, the only time in which this is possible. 


Carcinoid in Small Intestine: Cases with Metastases to Liver, 
Stenosis of Tricuspid, and Unusual Form of Cyanosis: New 
Syndrome. K. H. Olesen. Ugesk. lager 117:635-639 (May 19) 
1955 (In Danish) (Copenhagen, Denmark]. 


A peculiar triad has received increasing attention during 
recent years. In the first of the two cases described all three 
components were present: carcinoid in the small intestine with 
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hepatic metastases, tricuspid stenosis and pulmonary stenosis 
without septum defects, and unusual cyanosis. In the second 
case there were two components, carcinoid with hepatic metas- 
tases and tricuspid insufficiency. The origin of the cardiac changes 
in the syndrome is uncertain. An early cutaneous symptom is 
the paroxysmal light to dark flush, later alternating with dark 
cyanotic spots or intense brick-red surfaces. The changes as 
a rule begin in the face and on the throat and extend to the 
trunk and extremities. The carcinoid is thought to be primary 
and the cutaneous changes are explained as secondary and due 
to the vasoactive substance enteramin, or serotonin, produced 
in the carcinoid, and the tricuspid defects, also secondary, are 
attributed to the protracted influence of enteramin on the 
cardiovascular system (Waldenstrom and co-workers). 


Malignant Carcinoid of Small Intestine with Pulmonary Stenosis: 
Tumor Producing Serotonin? K. D. Carlsen and T. S@ndergaard, 
Ugesk. leger 117:639-641 (May 19) 1955 (In Danish) [Copen- 
hagen, Denmark]. 


A case is reported of malignant carcinoid of the small intestine 
with pulmonary stenosis and reddish-blue cyanosis in a man, 
aged 65. The hypothesis is that the release of large amounts 
of serotonin, or enteramin, from the carcinoid tumor can lead 
to vascular changes peripherally and in the pulmonary circu- 
lation. If vasoactive serotonin is excreted by the carcinoid 
tumors, establishment of the substance in the blood and urine 
should be a valuable diagnostic aid in suspected malignant 
carcinoid. 


SURGERY 


Surgery of Hypertension. G. H. Yeager. South. M. J. 48:635- 
639 (June) 1955 [Birmingham, Ala. ]. 


A group at the author's clinic made an attempt to obtain more 
information on the value of adrenalectomy in hypertension. 
The patients studied were selected on the basis of the following 
criteria: A rapidly progressive hypertensive state, papilledema 
with hemorrhagic exudates, and the absence of any demonstrable 
primary etiology for the hypertension. For the purpose of 
comparison, the patients were divided into three groups. The 
first contained six patients who died during the initial period 
of observation, before any therapeutic procedure could be 
undertaken. The second group contained five patients who were 
subjected to some form of adrenal surgery and all of these died. 
The third group contained six patients who were treated by the 
combined procedure of sympathectomy and total adrenalectomy. 
Observations on these groups suggested that better control of 
blood pressure and more satisfactory clinical results could prob- 
ably be obtained by combining thoracolumbar sympathectomy 
with adrenalectomy. Better results might possibly have been 
achieved by rejecting patients with advanced renal disease, and 
by avoiding bilateral single stage operations. The author was 
unable to demonstrate reversibility of severe renal disease asso- 
ciated with hypertension. Failure to observe replacement require- 
ments after adrenalectomy in any form of stress may lead to the 
development of a rapidly fatal adrenai insufficiency, if adequate 
substitutive treatment is delayed. With the development of more 
effective drugs in the treatment of hypertension, the surgical 
management of any phase of this disease is becoming increasingly 
rare. Potent ganglionic blocking agents give promise of such a 
degree of effectiveness that it is conceivable that an era is being 
approached when surgical intervention, even in the late stages 
of hypertension, will be outmoded. 


Surgical Treatment of Constrictive Pericarditis. W. Ying-K‘ai, 
C. T’ien-Huei, H. Kuo-Chun and others. Chinese M. J. 73:122- 
132 (March-April) 1955 (In English) [Peking, China]. 


The authors present experiences in 73  pericardiectomies 
carried out in 70 patients with constrictive pericarditis between 
1948 and 1954, The patients ranged in age from 5 to 53 years, 
and all but 13 were males. Nearly three-fourths were in the 
second and third decades of life. It is generally accepted that 
constrictive pericarditis is usually tuberculous. In 35 cases, the 
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resected specimens proved to be tuberculous. It seems very 
likely that in most of the other cases the tuberculous lesion 
had healed and only fibrous tissue was left behind as a result 
of the long duration of the disease. There were 10 postoperative 
deaths during hospitalization; 39 patients have been followed 
up for periods ranging from six months to six years; 26 of 
these 39 were cured, and 5 others were improved. There 
were six late deaths. An analysis of the fatal and unimproved 
cases shows that most of these were chronic cases in which 
there were either marked impairments in cardiac and hepatic 
functions or technical shortcomings in the operation, Improve- 
ments in timing the operation, in the preparation of patients for 
operation, and in the operative technique will give better results 
in the surgical treatment of constrictive pericarditis. During 
the early stage of tuberculous pericarditis, when the chief 
disturbance of cardiac function is due to pericardial effusion, 
treatment should consist of conservative measures. Operation 
is done when pericardial constriction develops. The resection 
of pericardium should be adequate, including the pericurdium 
over the anterior aspects and the lateral borders of both ventri- 
cles. It is not absolutely necessary to resect the pericardium 
over the auricles. The advantages and disadvantages of the 
median sternotomy incision and the left parasternal incision 
are discussed. Treatment with antituberculous drugs is advisable 
before and after pericardiectomy. Postoperative drug therapy 
should be continued longer in patients with active tuberculous 
infection. 


Use of Active Vegetable Substances in Preparing Patients with 
Thyrotoxicosis or with Basedow’s Exophthalmic Goiter for 
Surgery. H. Sittig, Munchen. med. Wehnschr. 97:826-832 
(June 24) 1955 (In German) [Munich, Germany]. 


When it was observed that, despite Plummer’s preparatory 
iodine treatment, severe thyrotoxic crisis often resulted after 
operations on the thyroid, the author decided to refrain from 
the preoperative use of iodine. It is difficult to ascertain how 
individual patients will react to (Lugol’s) strong iodine solution, 
since response may range from refractoriness to hypersensitivity. 
Instead of strong iodine solution, the author used standardized 
extracts of Lycopus virginicus. (Lycopus is a genus of non- 
aromatic mints, known as the bugle-weeds.) Such extracts were 
used in 91 patients, 80 with moderately severe and 11 with 
severe thyrotoxicosis, and in 10 patients with Basedow’s ex- 
ophthalmic goiter. All were rendered suitable for surgical treat- 
ment. The time required for preliminary treatment increased 
with the severity of the patient’s clinical status, and often was 
considerably longer than that required for Plummer’s iodine 
therapy. The use of the Lycopus extract had the advantage, 
however, that the postoperative thyrotoxic crisis was very mild. 
As regards the technique of the operation, the friability of 
the thyroid was not increased as it is after preparatory treatment 
with the thyrostatic drugs. The condition of the thyroid after 
treatment with Lycopus extract was about the same as after 
iodine therapy. Furthermore the operation can be postponed 
longer and is not as definitely determined by the transition 
point as is the case with Plummer’s preparatory iodine treat- 
ment. It was noted also that the patients were much more rapidly 
restored to normal and were able to resume their occupation 
earlier after operation than was the case in those who received 
Plummer’s iodine preparation. 


Resection of Lung for Pulmonary Tuberculosis. H. Chia-Ssu, 
S. Mei-Hsing, C. Chung-Hsi and W. Teh-Hsing. Chinese M. J. 
73:112-121 (March-April) 1955 (In English) [Peking, China]. 


From 1947 to the end of June, 1954, a total of 313 pulmonary 
resections were done on 312 patients with pulmonary tubercu- 
losis at the Ciinic of Thoracic Surgery of the Shanghai First 
Medical College. The series included 89 pneumonectomies, 
144 unilobar lobectomies, 8 bilobar lobectomies, 20 segmen- 
tectomies, 14 wedge resections, 21 multiple resections, and 17 
pleurop tomies and pleurolobectomies. The indications 
for Operation were considered as absolute in 231 cases and 
relative in 82 cases. Tuberculous spread or exacerbation in 
the remaining lung occurred early or late in the postoperative 
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period in 25 patients. Drainage of bacilli-laden sputum to the 
contralateral lung seems to be the principal factor responsible 
for this complication. Tuberculous and nontuberculous empy- 
ema occurred in 20 cases. It seems that postoperative hemo- 
thorax is chiefly responsible for the production of nontubercu- 
lous empyema and that rupture of cavity at the time of operation 
is the main factor responsible for the production of tuberculous 
empyema. There were 23 deaths; the mortality for pneumon- 
ectomy was 10.1% and for unilobar lobectomy 5.6%, and no 
deaths resulted from segmentectomy and wedge resection. Of 
the 20 early deaths, 7 resulted from shock or cardiorespiratory 
failure during or within 24 hours after operation. Bilateral 
cervical vagosympathetic block seemed to prevent such fatalities. 
Another common cause of fatality was empyema. Death resulted 
only in patients in whom the indication for surgical treatment 
was absolute. The status of 252 of the 263 patients who could 
be followed up to date is satisfactory, 


Pneumonectomy, Lobectomy, and Segmental Resection in 
Treatment of Pulmonary Tuberculosis. E. J. Zerbini, B. J. 
Fleury de Oliveira and R. Monteiro de Arruda. Rev. paul. med. 
46:325-388 (May) 1955 (In Portuguese) [Sao Paulo, Brazil]. 


Between 1946 and 1954, 255 patients with pulmonary tubercu- 
losis were treated with one or more pulmonary resections. 
Males and females were about equal in number, Most of the 
patients were between 30 and 40 years of age. Bacilli were 
present in the sputum of all patients but 18. The patients were 
observed in three groups of 27, 76, and 152, as they had the 
Operation during the first, second, or third three-year period 
of this study. Special reference is made to 152 patients who 
had the operation between 1951 and 1954. Indications for 
pulmonary resection were: unilateral diffuse tuberculosis (the 
“destroyed lung”) in 14 cases; tuberculoma in 15; atelactasis, 
fibrosis, and bronchiectasis in 11; tuberculosis of either the 
lower or the middle lobe in 9; large cavities of upper lobe with 
bronchial tuberculosis in 17 cases; residual lesion after pneumo- 
thorax in 10 cases and after thoracoplasty in 15 cases: tubercu- 
losis in only a lobe or in only a segment in 37 cases: and lesions 
of the upper lobe associated with lesions of either the lower 
or the middle lobe in 7 cases. Predominantly exudative tubercu- 
losis was not observed in this group. There were 35 patients 
subjected to a pneumonectomy; 68 to a lobectomy; 38 to 
segmentai resection; and 11 to a lobectomy combined with a 
segmental resection. Postoperative complications did not develop 
in 108 patients. Postoperative diffusion of tuberculosis developed 
in 10 patients, reactivation of the lesions in 2, bronchial fistula 
in 23, and empyema in 9. Other complications in nine patients 
were controlled by antibiotics or by collapse therapy. Clinical 
cure was obtained in 62 patients after lobectomy (91%), in 
30 patients after segmental resection (78%), in 25 after pneu- 
monectomy (71%) and in six after a lobectomy combined with 
a segmental resection (54%). There were eight deaths. In six 
patients only was death attributable to the operation. Five 
patients died after a pneumonectomy and one after a lobectomy, 
a rate of mortality of 14% and 1% respectively for these 
operations. There were no deaths after segmental resection 
alone or in combination with a lobectomy. 


The Site of Origin of Lung Cancer and Its Relation to Histo- 
logical Type. J. B. Walter and D. M. Pryce. Thorax 10:117-126 
(June) 1955 |London, England]. 


The view that the majority of lung cancers arise in the main 
bronchi is based mainly on postmortem studies of the disease 
in its terminal stages when the tumor has, in most instances, 
attained a large size. In these cases the direct spread and 
lymphatic metastasis have combined to produce the familiar 
hilar mass involving lung, bronehi, vessels, and mediastinal 
structures alike. Gross involvement of the large hilar bronchi 
is usually present, and this has been assumed to be the origin; 
it is doubtful whether this assumption is often justified. The 
authors have long been aware of the great frequency of the 
peripheral type of pulmonary cancer. In examining 207 resected 
lung cancers they definitely located the site of origin in 59.4%, 
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and in an additional 18.4 the probable site was found. The 
tumors were classified according to the site of origin into three 
groups: central, arising in ene of the nominate bronchi; inter- 
mediate, arising in a macroscopically visible branch of one of 
the nominate bronchi; and peripheral, arising in one of the 
minute bronchi or bronchioles. Of 123 definitely located tumors, 
47.1% were central, 3.3% intermediate, and 49.6% peripheral. 
The most distinctive feature of the central tumors was bronchial 
obstruction; this was present in all cases, and examination of 
the obstructive changes in the lung beyond was found to be 
a useful guide in the location of tumor origin. Peripheral tumors 
often showed central scarring (S5%), and when _ bronchial 
involvement was present it was due to invasion either from the 
primary growth directly or from secondary lymph nodes. The 
majority of small tumors were central, and it is concluded that 
the central type produces early symptoms. The giant and large 
tumors were mainly of peripheral type indicating that the onset 
of symptoms occurs at a later stage in the development of the 
disease. Of those tumors whose site of origin was located, the 
adenocarcinoma was always peripheral and the polygonal cell 
growths frequently peripheral (86.7). Squamous-cell tumors 
were more often central (57.9%) than peripheral (36.8%), while 
oat-cell carcinomas were equally divided between the two 
groups. Comparison between the histology of the 207 surgical 
cases and a postmortem series of 159 cases gives some idea 
of the surgical selection, and it is concluded that the central 
type is favored for resection. Since in this surg-cal series about 
one-half of the tumors were peripheral, the authors believe that 
the figure for lung cancer as a whole is considerably higher 
than this. They believe that this frequency of the peripheral 
type is a major factor in the low operability rate and poor 
prognosis in lung cancer. 


Evaluation of Vagotomy with Gastroenterostomy Performed 
for Chronic Duodenal Ulcer: Report Based on Five-Year Fol- 
low-Up of 145 Patients. S. O. Hoerr. Surgery 38:149-157 (July) 
1955 [St. Louis]. 


Of 154 patients with chronic duodenal ulcer who underwent 
subdiaphragmatic vagus resection combined with posterior 
gastrojejunostomy at the Cleveland Clinic between 1946 and 
1949, 145 were followed for a minimum of five years after the 
surgical intervention. Of these, 118 (81.4%) obtained satisfactory 
results, which were excellent in 92 (63.4%) and good in 26 
(18%). Results were unsatisfactory in 27 patients (18.6%), 6 
of whom (about 4% of the total number) were improved in that 
ulcer symptoms were no longer present; but the patients were 
dissatisfied with the functioning of the gastrointestinal tract 
and usually required daily medication, largely because of psycho- 
logical factors. Of the remaining 21 patients (8% of the total 
number), who were therapeutic failures, 12 had recurrent ulcera- 
tion that was proved at a second operation in 8 and by x-ray 
evidence correlated with the clinical picture in 4. One of the 
21 patients died from a second operation for ulcer disease at 
another hospital and one died of a mesenteric vascular occlusion 
possibly related to a large jejunal ulcer; 2 died of other causes. 
Of the remaining 17 patients, all but 3 (2%) are satisfactorily 
controlled at the present time insofar as ulcer symptoms are 
concerned; this has been achieved in 6 of these patients by a 
second operation and in the other 8 by a medical regimen. 
Troublesome side-effects of the operation were infrequent; in 
two patients the dumping syndrome was a problem, and in 
five patients diarrhea that could be attributed to the operation 
proved annoying. In 134 patients data were available on the 
postoperative body weight, which suggest that there is no 
postoperative impairment of ability to maintain normal weight. 
Since vagotomy combined with posterior gastroenterostomy 
has a mortality rate of less than 0.5% and few side-effects, 
it is believed that it should continue to be used when surgical 
intervention is necessary in the poor-risk patient or when the 
surgeon is confronted with a technical situation rendering 
gastric resection and closure of the duodenal stump unduly 
hazardous. 
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Evaluation of Gastric Exfoliative Cytology. D. C. Browne, 
R. Mitchell, G. Welch and W, Sorrell. Gastroenterology 28: 
964-968 (June) 1955 [Baltimore]. 


The authors are concerned with the gastric brush technique, 
a rapid method for obtaining gastric material for cytological 
study, which was described by Ayre and Oren in 1953. Their 
aim was to ascertain its value for screening and to compare 
its results with gastroscopy and roentgenography. The 93 sub- 
jects of this investigation were hospitalized patients referred 
to the gastroscopic clinic for study. All patients had been sub- 
jected to roentgenographic examinations of the upper gastro- 
intestinal tract prior to admission. Cytological material was 
obtained by means of Ayre’s gastric brush technique, immedi- 
ately following which gastroscopic examination was performed. 
This permitted evaluation of the safety of the brush method, 
Of the 93 patients, 65 (69.7%) showed some evidence of the 
instrumentation on gastroscopic examination. The lesions oc- 
curred as localized hemorrhagic submucosal areas with no 
superficial breaks, as small excoriated areas with active bleeding, 
and occasionally as areas from which strips of mucosa appeared 
to have been removed. Bleeding was never excessive. In 2 
patients in whom gastroscopy was performed a week after 
gastric brushing, no evidence of trauma was noted. Surgical 
treatment was suggested to the 93 patients and 56 accepted, 
the remaining 37 being followed on a medical regimen. The 
present report is concerned primarily with the patients who 
underwent operation and in whom immediate follow-up evalua- 
tion was possible. The authors feel that roentgenographic and 
gastroscopic examinations, when applicable, remain the most 
important and reliable methods available today in diagnosis 
of gastric lesions; the brush technique may assist in establishing 
a diagnosis of malignant disease, particularly when the mucosal 
surface is involved and the lesion is within the field of the brush. 
A positive result of the brush test for malignant cells, or one 
compatible with malignant disease, indicates a malignant gastric 
lesion. Negative reports are worthless. Ayre’s gastric brush is 
relatively safe. Although trauma from the brush or instrument 
occurred frequently, in no instance were there any sequelae 
of clinical importance. The present series does not consist of 
early asymptomatic patients but, rather, of hospitalized patients 
with evident gastric disease who were under better control than 
outpatient clinic or private patients. In the light of the results 
obtained, it would scarcely seem practical to apply the Ayre 
brush method as a screening procedure until many technical 
refinements have been accomplished. 


Study of the Dumping Syndrome in a Series of 100 Gastric 
Resections for Ulcer. A.-G. Weiss, L. Hollender and Z. Massy. 
Arch. mal. app. digest. 44:291-305 (March) 1955 (In French) 
|Paris, France}. 


In a series of 100 patients who underwent gastric resection 
for ulcer, 18 obtained poor results, and of this group 9 had 
the dumping syndrome. In analyzing the factors operating in 
these patients, it was found that neither sex, age, nor location 
of the gastric lesion showed correlation with the dumping syn- 
drome, while psychic state, occupation, and quality and duration 
of convalescence did. Seven of the patients were tense, nervous, 
and irritable. The more intellectual occupations were better 
represented in the group than the less. The postoperative health 
and dietary programs prescribed were scrupulously observed 
by only one patient, poorly observed by two, and not observed 
at all by six. None of the patients had allowed sufficient con- 
valescent time for good readaptation. Experimental observations 
made of the nine patients were not conclusive. In two there 
was a definite hypokalemia at the onset of attacks, but the 
administration of potassium did not modify the symptoms with 
the exception of the sense of fatigue, which diminished after 
prophylactic intravenous injection of potassium. It would seem 
that the hypokalemia was the result of early disturbance of 
carbohydrate metabolism. The other electrolytes were within 
normal limits. A study of the acidity curve after resection 
showed no significant difference between patients with and with- 
out the dumping syndrome. Dumping syndrome rarely occurs 
after gastric resection for neoplasm: this appears to be an 
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indication that the syndrome is intimately connected with the 
neurovegetative imbalance characteristic of the gastric ulcer 
patient. The point of departure of attacks of dumping syndrome 
is very likely distention of the jejunum by poorly digested food, 
but the basic cause of the syndrome remains unknown. 


Increased Excretion of Aldosterone Immediately After Opera- 
tion. J. G. Llaurado. Lancet 1:1295-1298 (June 25) 1955 
[London, England]. 


Surgical trauma is followed by a positive sodium balance 
and a negative potassium balance. The discovery by Grundy 
and co-workers in 1952 of a new hormone of the adrenal cortex, 
now called aldosterone, which has the ability to increase greatly 
both sodium retention and potassium excretion by the kidney, 
the subsequent isolation of this hormone, and the determination 
of its chemical structure have given a new impetus to the in- 
vestigation of clinical disturbances associated with sodium reten- 
tion and increased potassium excretion. Having observed previ- 
ously that aldosterone (electrocortin) was present in large 
amounts in the urine of a patient suffering loss of potassium, it 
seemed important to the author to determine whether the 
potassium loss following surgical trauma could also be explained 
by increased secretion of the electrolyte-regulating corticoid 
(presumably aldosterone). He made a search for this corticoid in 
the urine of patients before and at various stages after surgical 
operation. By a bioassay designed to detect aldosterone, it was 
shown that a sodium-retaining and potassium-excreting factor 
is present in the urine of patients after surgical operations. Some 
patients excrete this factor before operation, but in all cases the 
excretion after operation is very much greater than before opera- 
tion. Evidence is adduced that this activity is due to aldosterone. 
The increased excretion of electrolyte-regulating corticoid is 
shown to accompany the sharp potassium loss and the early 
sodium retention that are common features of the normal re- 
sponse to surgery. Excretion levels of this corticoid correlate 
qualitatively with the sodium/potassium ratio in the urine of 
patients before and after operation. Increased production of the 
electrolyte-regulating corticoid may be one of the factors re- 
sponsible for the electrolyte changes in the immediate post- 
operative period. The results of assays with pure crystalline 
aldosterone are also reported. This steroid is 100 times as strong 
as desoxycorticosterone when assayed in terms of sodium/potas- 
sium urinary deviation in the rat by the present method. 


NEUROLOGY & PSYCHIATRY 


Physiologic Observations Following Total Hemispherectomy in 
Man. G. M. Austin and F, C. Grant. Surgery 38:239-258 (July) 
1955 [St. Louis]. 


Right-sided total hemispherectomy with removal of all of the 
cortex, underlying white matter, and basal ganglions, leaving 
only the thalamus and hypothalamus, was performed on two 
women, aged 35 and 28, and two men, aged 28 and 47, with 
malignant tumors such as astroblastoma, glioblastoma multi- 
forme, and nonspecific glioma. The prime purpose of the opera- 
tion was an attempt to remove the tumor radically in order to 
prolong the patient’s life in the possibility of a cure. There was 
no Operative mortality, and ail patients who already had severe 
hemiparesis or hemiplegia before the total hemispherectomy 
regained gross function of the left leg sufficient to walk with 
some degree of facility. Some movement was regained at the 
shoulder, and there was also slight elbow flexion, although no 
finger movement was regained. Electroencephalograms taken 
before and after the operation showed improvement in normal 
frequencies and amplitude over the remaining hemisphere after 
the hemispherectomy. Psychological studies showed relatively 
little change of memory, and intellectual capacity for concrete 
facts remained good. There was considerable increase in the 
latency of response to questions. Most pronounced changes were 
in the realm of perceptual thought. Quantitative measurement 
of pain and touch showed that pain sensation was decreased less 
than touch on the side opposite hemispherectomy. Touch sensa- 
tion remained grossly impaired, whereas threshold for pain 
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sensation at the end of three months had returned to normal. 
Thalamic sections made on the brain of one patient who died 
two and one-half months postoperatively showed complete 
degeneration of the nucleus ventralis posterolateralis and almost 
complete degeneration of the nucleus ventralis posteromedialis 
on the ipsilateral side. 


Stilbamidine Treatment of Tic Douloureux. B. Woodhall and 
G. L. Odom. North Carolina M. J. 16:222-224 (June) 1955 
[Winston-Salem, N. C.]. 


Woodhall and Odom began to use stilbamidine therapy for 
treatment of trigeminal neuralgia (tic douloureux) in April, 1953. 
Based upon observations of the treatment of blastomycosis 
with stilbamidine at Duke Hospital and the resultant neurop- 
athy, 1.5 gm. of the drug was chosen as being close to the 
minimum effective dosage. Stilbamidine isethionate, 150 mg., 
was freshly dissolved in 150 cc. of 5% glucose and distilled water, 
protected from light by a dark paper covering, and given 
intravenously over a period of one hour. No shock-like reactions 
were observed. The course of therapy consisted of 10 daily injec- 
tions for a total dosage of 1.5 gm. of the drug. The authors found 
that intravenously administered stilbamidine isethionate con- 
trolled the pain of trigeminal neuralgia in 36 of 41 patients in 
this preliminary series of observations for a period ranging 
between two years and nine months. The relief of pain was 
associated with sensory changes over the trigeminal and upper 
cervical dermatomes that suggest a true chemical neuropathy. 
In a small percentage of cases, unpredictable formication and 
paresthesias occurring over the face tended to decrease the poten- 
tial value of this therapeutic agent. The deferred action of the 
drug in patients with severe and unrelenting tic pain is a severe 
trial to both the patient and the physician and may necessitate 
provisional methods of control before the onset of the chemical 
neuropathy. Although this drug in its intravenous form may not 
be the definitive médical therapy for trigeminal neuralgia, it 
represents a valuable adjunct to the care of this often complex 
pain syndrome. A continuing study of the influence of stilbami- 
dine, in both its intravenous and its oral forms, upon the course 
of trigeminal neuralgia should be encouraged. 


Latent Epilepsy as a Factor in Tension States. D. W. Liddell, 
A. A. Robin and C. E. Darby. J. Nerv. & Ment. Dis. 121:215- 
222 (March) 1955 [New York]. 


Pathological tension is present as a symptom in many psychi- 
atric conditions. These tension states are marked by multiple 
symptomatology. The patients complain of feeling on edge, of 
being unable to relax, of restlessness, of anxiety, of their thoughts 
going round, and of insomnia, headaches, irritability, and ex- 
haustion. The authors show that some tension states are in fact 
epilepsy, possibly latent at the time of examination. It should be 
noted that the epileptic prodrome is also a tension state, lasting 
a day or so and being relieved by the epileptic discharge, while 
in the cases under review this discharge failed to occur and 
tension continued for weeks or months. The finding that first 
drew the attention of these authors to the possibility that latent 
epilepsy formed a possible basis of tension states, was the third 
or lower subharmonic response to photic stimulation, which, 
in their view, may be an indication of latent epilepsy, even in 
the presence of an otherwise normal record. Responses to photic 
stimulation were reviewed and revealed that third or lower sub- 
harmonics were usually associated with further evidence of epi- 
lepsy in the electroencephalogram. When subharmonics occurred 
alone the patients in question showed tension as a prominent 
symptom. The authors present the histories of four patients with 
prolonged tension states in whom electroencephalographic 
studies revealed a third or lower subharmonic response to photic 
stimulation as the only irregular finding at routine examination. 
The first patient presented a tension state with a long history of 
stress. In this woman the constitutional aspect was obvious as 
her daughter was epileptic. Her own complaints preceded her 
first fit by about three years. Photic stimulation alone reproduced 
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her symptoms and when continued produced myoclonic move- 
ments, visual hallucinations, or a fit. Phenobarbital provided an 
adequate safeguard against this with some clinical improvement. 
A satisfactory social solution was found. The second case ex- 
emplifies the interaction of exogenous factors with a latent 
epileptic constitution in the production of tension. Once sufficient 
stress had occurred, tension seemed to be self-perpetuating. A 
stillbirth produced the initial anxiety and tension, which then 
continued for two years. Photic stimulation also acted as a 
source of external stress. This produced a low-frequency dys- 
rhythmia in the electroencephalogram. However, when the stress 
was removed the dysrhythmia continued and increased in ampli- 
tude in a self-perpetuating manner and was accompanied clini- 
cally with increasing uneasiness. A major fit eventually resulted, 
with temporary relief of tension. The third patient also com- 
plained of tension. While the external environment must have 
played a large part in exciting it, environmental manipulation 
offered little hope. Temporary improvement was produced by 
manipulation of the internal environment and the patient had 
learned to do this himself with alcohol. The last patient had a 
tension state in which the clue offered by the third subharmonics 
made the psychological tension comprehensible in physical terms 
as an epileptic prodrome. The symptoms were produced by over- 
reaction to environment and abated when the environment was 
changed. Treatment for epilepsy or environmental manipulations 
may be useful in the treatment of this group of tension states. 


Value of Fractionated Encephalography. G. J. Melot and R. 
Potvliege. Acta clin. belg. 10:6-19 (Jan.-Feb.) 1955 (In French) 
[Brussels, Belgium]. 


The authors performed over 300 pneumographies, using both 
encephalography and ventriculography, in patients with cerebral 
arachnoiditis or tumors above or below the tentorium. Their 
experiences led them to use the technique of fractionated en- 
cephalography as described by Robertson and by Lindgren as 
the method of choice. A moderate quantity of air is used, which 
can be adapted to the individual patient and directed toward 
the particular region to be examined in each case. The technique 
is a safe one. When properly practiced, it yields satisfactory 
information on the external surface and the internal structures of 
the brain. It also permits ascertaining the permeability of the 
cerebrospinal fluid canals, which knowledge is of prime import- 
ance in the diagnosis and treatment of arachnoiditis and base 
tumors, Seven illustrative case reports are presented. In these 
patients, fractionated encephalography gave diagnosis of non- 
specific optic chiasm and pontocerebellar arachnoiditis, adhesive 
meningitis of tuberculous origin, cerebellar hemangioblastoma, 
astrocytoma of the brain stem, and acoustic schwannoma. 


Superior Hemorrhagic Polioencephalopathy (Wernicke’s Dis- 
ease) in Hyperemesis Gravidarum and in Carcinoma of Stomach. 
W. J. C. Verhaart, C. B. F. Daamen and J. A. M. Van Unnik. 
Nederl. tijdschr. geneesk. 99:1410-1414 (May 14) 1955 (In 
Dutch) [Haarlem, Netherlands]. 


The symptoms of superior hemorrhagic polioencephalopathy, 
which were first described by Wernicke in 1881, are anorexia, 
vomiting, nystagmus, ophthalmoplegia, impairment of memory, 
ataxia, weakening or abolishment of tendon reflexes, disorienta- 
tion, and, finally, coma. It is generally assumed that the disease is 
usually caused by chronic alcoholism, although Wernicke’s first 
patient was not an alcohol addict, and the disease is also seen 
in patients with gastrointestinal disturbances. Of the four patients 
whose histories are described in this paper, two had cancer of 
the stomach and two had hyperemesis gravidarum. The food in- 
take was probably deficient in all four of these patients. Feeding 
experiments in pigeons revealed that lack of vitamin B, results 
in conditions similar to those seen in patients with superior 
hemorrhagic polioencephalopathy. Furthermore, experiences in 
Japanese concentration camps also indicated that vitamin B, 
deficiency may cause superior hemorrhagic polivencephalopathy. 
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Neurosurgical Experiences with Diabetes Insipidus. E. H. Bot- 
terell and W. J. Horsey. Neurology 5:449-460 (July) 1955 
[Minneapolis]. 


The hypott pophyseal system regulates the rate of 
excretion of water in ‘the urine by the elaboration of the anti- 
diuretic hormone (Pitressin). Lesions of the supraoptic nuclei, 
of the supraopticohypophyseal tracts, or of the neurohypophysis 
are capable of causing diabetes insipidus in humans, and, experi- 
mentally, in animals. Polyuria and polydipsia are readily con- 
trolled by the parenteral administration of. Pitressin. A series 
of patients with posttraumatic diabetes insipidus is described. 
The incidence of this complication is 0.44% of 1,148 cases of 
craniocerebral injury admitted to the Toronto General Hospital 
in six years. Of seven patients whose cases followed accidental 
injury, six had symptoms after a latent period of about eight 
days, while one had polyuria on the day of injury. At autopsy, 
the latter showed a recent hemorrhage into a cystic space in the 
infundibular process of the neurohypophysis. Three patients 
with intracranial space-occupying lesions are presented to show 
how the hyp hypophyseal system may be disorganized 
with the production of diabetes insipidus. Associated neurologi- 
cal and endocrine disorders are described. The parenteral admin- 
istration of Pitressin conveniently and effectively controls the 
diabetes. 


GYNECOLOGY & OBSTETRICS 


The Treatment of Eclampsia (Imminent or Actual) by Con- 
tinuous Conduction Analgesia. R. Bryce-Smith and E. O. Wil- 
liams. Lancet 1:1241-1244 (June 18) 1955 [London, England]. 


The histories of six women with eclampsia who were treated 
by continuous conduction block are described. Caudal, lumbar 
extradural, and spinal approaches were used in the six patients. 
The authors gained the impression that a block by the caudal 
route is of little value. The blood pressure is controlled most 
effectively by continuous spinal analgesia, but this carries the 
risk of meningitis. A continuous lumbar extradural block is safer 
and will give almost as good results for 24 hours as a spinal. 
Whichever method is chosen, there is a chance that labor will 
be retarded by a block that reaches the optimal level (varying 
from patient to patient) for controlling the blood pressure. In 
such instances, it is suggested that, rather than lower the level 
of the block, a Pitocin drip should be established to stimulate 
normal uterine function. The improvement in the appearance 
of an eclamptic patient treated with conduction analgesia is 
striking; and, since heavy sedation is unnecessary, maternal mor- 
bidity is reduced and the fetus offered a better chance of sur- 
vival. On these grounds a continuous conduction block in selected 
cases is preferable to treatment with sedatives; but, since a post- 
partum diuresis can be expected to follow delivery in most cases, 
eclamptic oliguria by itself does not necessarily provide a specific 
indication for block therapy. At present the authors do not feel 
justified in suggesting that a conduction block be used in all 
cases of severe toxemia; but in desperate cases block therapy has 
much to offer. Nevertheless such treatment presents a dis- 
advantage, since it is necessary to provide constant supervision 
throughout the 24 hours by an anesthetist and an obstetrician, 
who must always be at hand. 


Rupture of the Uterus: A Report of 50 Cases Which Occurred 
in Two and a Half Years at Baragwanath Hospital, Johannes- 
burg, South Africa. D. W. P. Lavery. J. Obst. & Gynaec. Brit. 
Emp. 62:454-463 (June) 1955 [London, England]. 


Rupture of the uterus is of particular interest to obstetricians 
in South Africa who practice among the Bantu people. The 
author reviews observations on 500 Bantu women with uterine 
ruptures. These ruptures occurred in a period of 30 months 
among 6,857 deliveries, a ratio of 1:137 (compared with 1:2,233 
in Britain). The average Bantu child weighs only slightly less 
at delivery than does the average European child, but the pelvis 
of the Bantu woman is definitely smaller than that of the Euro- 
pean woman. All but four women were multigravidas, but, con- 
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trary to the generally accepted concept of the grand multipara 
being more liable to this accident, the greater number of patients 
(31) had been pregnant four times or less. Complete rupture, that 
is, the form that affects all uterine layers and communicates with 
the general peritoneal cavity occurred in 38 of the patients: 
incomplete rupture, involving only the muscular coat occurred 
in the other 12 patients. Primary rupture occurred in 45, and 
secondary rupture, through previous cesarean section scars, 
occurred in the other 5 women. The site of rupture was more 
often the anterior lower segment and was transverse in direction. 
The causes of uterine rupture include obstructed labor, mal- 
presentations, disproportion, and, in the South African Bantu 
woman, premature bearing-down on an incompletely dilated 
cervix. The characteristic sudden sharp pain, with cessation of 
labor pain, occurred in 41% of cases. The fetus could be pal- 
pated “under the skin” in most patients, and a constant feature 
in primary spontaneous ruptures was the presence of blood in 
the urine. Treatment consisted of repair of the uterus in 28 of 
50 patients and hysterectomy in 11 patients, and in 11 patients 
no Operation was possible. Antishock measures, blood trans- 
fusion under pressure, and corticotropin by intravenous drip 
therapy all formed adjuncts to surgery. The mortality rate was 
32%; all but one of the maternal dealths occurred in women 
with complete rupture. Causes of death were shock and hemor- 
rhage in 11 women, peritonitis in 3, pulmonary embolism in one, 
and gas gangrene in one. Of the 16 patients, 6 died within five 
hours of admission. 


Endometriosis: The Results of Conservative Surgery. D. B. 
Whitehouse and A. Bates. J. Obst. & Gynaec. Brit. Emp. 62: 
378-384 (June) 1955 [London, England]. 


For the purpose of this study, conservative surgery was defined 
as an Operation for endometriosis in which ovarian tissue was 
conserved. Between Jan. 1, 1943, and Dec. 31, 1948, 100 patients 
were so treated at the Birmingham and Midland Hospital for 
Women. The follow-up intervai, therefore, varied from 6 to 11 
years. The diagnosis of endometriosis was confirmed in each 
case by histological examination of tissue removed at operation. 
On the basis of the operative procedures, the women are classi- 
fied into three groups. The 85 women of group one were sub- 
jected to resection of pelvic endometriosis with preservation of 
the reproductive function; the 9 of group two were subjected 
to total hysterectomy with conservation of ovarian tissue; and 
in the 6 of group three extra-abdominal endometriomas were 
excised. Follow-up was possible in 46 of the 85 patients in group 
one; in 32 of these 46 the symptoms disappeared completely; 7 
had mild recurrence of symptoms; and the other 7 had severe 
recurrence requiring further treatment. More complete removal 
of all foci of endometriosis at operation would probably have 
reduced the recurrence rate. Of 35 patients with pelvic endo- 
metriosis in whom reproductive function was preserved, 16 be- 
came pregnant, producing 24 children. The fertility rate was 
not appreciably influenced by the extent of the operation or the 
age of the patient when under 41 years. Follow-up of those in 
whom recurrences had been treated suggested that surgery was 
preferable to radiotherapy in women over 30, because of the 
severe menopausal symptoms associated with the latter. No 
evidence of recurrence was found in five patients in whom endo- 
metriosis had been treated by hysterectomy preserving ovarian 
tissue. It is suggested that, if radical surgery is indicated, com- 
plete castration is not necessary to prevent recurrences, provided 
the uterus is removed. 


Prolapse of a Fallopian Tube into the Vaginal Vault Following 
Hysterectomy. J. W. Funnell and J. W. Kelso. South. M. J. 
48:68 1-686 (July) 1955 [Birmingham, Ala.]. 


The prolapse of a fallopian tube into the vaginal vault after 
hysterectomy is an unusual complication. The prolapsed tube 
not infrequently is mistaken for a malignant lesion of the vagina. 
The five cases presented were collected from several sources. 
All were seen in consultation, but only one of these patients was 
treated by the authors originally. The myth that this complica- 
tion occurs only after vaginal hysterectomy is disproved by the 
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fact that two of the five cases presented occurred after abdominal 
hysterectomy. The symptoms of prolapse of a fallopian tube 
into the vagina after hysterectomy are usually a profuse, watery, 
often bloody, vaginal discharge and varying degrees of lower 
abdominal discomfort most often localized to the side of the 
prolapsed tube. In some instances, especially in cases of long 
standing, the patient may be entirely symptom-free. The diag- 
nosis should be suspected when there is a red, granular, polypoid 
mass projecting into the vagina from the vaginal cuff. It must 
be differentiated from proliferative granulation tissue and a 
malignant lesion of the vagina, the two conditions with which 
it is most often confused. Final diagnosis depends upon biopsy 
and histological examination of the tissues. Treatment is rather 
simple and one of several methods may be used. The mass may 
be excised and the base cauterized, or it may be excised with 
the cautery loop. However, with these methods, healing of the 
defect in some instances requires a considerable period of time. 
Because of this, the authors prefer to grasp the mass with a hemo- 
stat and make an elliptical incision through the vaginal cuff. 
Then, with slight traction, they deliver the tube into the vagina, 
ligate it as high as possible, and excise the distal portion. The 
defect in the vaginal cuff is then closed with interrupted sutures. 
If there is a vaginal infection, it should be treated prior to the 
above procedure. 


DERMATOLOGY 


Alseroxylon in the Treatment of Pruritic and Psychogenic Der- 
matoses. R. J. Ferrara and H. Pinkus. A. M. A. Arch. Dermat. 
72:23-28 (July) 1955 [Chicago]. 


The coincidental improvement or disappearance of psoriasis 
has been noted in patients receiving treatment with Rauwolfia 
for arterial hypertension and psoriatic arthritis. Favorable results 
have also been reported in a series of patients with various 
dermatoses affected by a psychogenic or emotional tension 
factor who were treated with reserpine (Serpasil). Alseroxylon 
(Rauwiloid), another Rauwolfia derivative, was used by the 
authors in treating 47 patients with various dermatoses in which 
tension factors or psychogenic stimuli were prominent. This 
product, which is a concentrate of the active alkaloids, extracted 
from the root of Rauwolfia serpentina, was chosen on the as- 
sumption that greater clinical benefit may be derived from a 
mixture of alkaloids than from a single alkaloid. It contains all 
the desirable hypotensive alkaloids found in the root, but it does 
not contain the less desirable yohimbine-like alkaloids. Reserpine 
and the recently isolated and identified rescinnamine account for 
about 60% of the hypotensive potency of alseroxylon; the re- 
maining 40% is attributed to other as yet unidentified alkaloids. 
The daily doses of alseroxylon varied from 4 to 8 mg., depend- 
ing on the age of the patient and the severity of the disease. The 
treatment was given in courses of from two to six weeks, and 
periods of placebo therapy were alternated with periods of alser- 
oxylon therapy in 19 patients, to permit evaluation of the thera- 
peutic effect of alseroxylon as compared with placebo tablets 
of the same appearance. Local therapy either was omitted or 
included a bland preparation; when used, it was continued with- 
out change throughout the course of alseroxylon and placebo 
therapy. No other therapy was given. All the patients had chronic 
dermatoses, mostly of a pruritic nature, that were either in a 
state of exacerbation or poorly controlled; sedatives, local anti- 
pruritics, antihistamines, corticosteroids, and x-rays were among 
the forms of treatment that had previously been tried. The pa- 
tients were reexamined at weekly and biweekly intervals and 
were questioned about their subjective symptoms. Varying de- 
grees of relaxation, tranquilization, and mild sedation were 
reported by all. Itching was relieved in all the patients with 
pruritic conditions, except for the one who had urticaria. Sub- 
jective effects from alseroxylon were noted by the patients within 
three to seven days. The maximum therapeutic response was 
obtained in one to four weeks. Placebo substitution led to the 
return of cutaneous symptoms, also within a period of one to 
four weeks. The side-effects such as fatigue, drowsiness, and 
nasal congestion were generally of little importance except in one 
patient who refused further treatment because of marked fatigue. 
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The results obtained in these patients, 36 of whom were followed 
either to complete recovery or long enough to permit compara- 
tive evaluation of alseroxylon and the placebo therapy, seem 
to show that alseroxylon possesses qualities of decided value 
in the treatment of dermatoses in which a psychogenic factor 
is prominent. 


Livedo Reticularis with Summer Ulcerations. M. Feldaker, E. 
A. Hines Jr. and R. R. Kierland. A. M. A. Arch. Dermat. 72: 
31-42 (July) 1955 [Chicago]. 


A study of 12 women, aged 17 to 54, with idiopathic livedo 
reticularis seen at the Mayo Clinic during the last 10 years has 
disclosed the existence of a new syndrome in which livedo reti- 
cularis is associated with ulcerations of the legs occurring pri- 
marily during the warm spring and summer months instead of 
during the cold fall and winter months as usual. Idiopathic 
livedo reticularis may be defined as a condition of the skin 
characterized by a reddish-blue, mottled, reticular, or blotchy 
discoloration. It had been present in these patients to a variable 
degree for several weeks, months, or years before the onset of 
the ulcerations and was usually worse in the winter than at 
other times. The present histories of the patients, which were 
remarkably similar, showed the following typical sequence of 
events: edema of the feet and ankles, developing in the spring 
or summer and followed by the appearance of bluish-red in- 
farctive areas over the ankles, dorsa, and soles of the feet, and 
on the anterior aspect of the legs. These infarcts either dis- 
appeared spontaneously with rest in bed or were succeeded after 
two or three weeks at the same site by ulcerations resulting in 
drainage of serous, serosanguineous, or puru'ent material. The 
ulcers were extremely painful and resistant to treatment, but 
they would eventually heal, leaving an atrophic, pigmented scar. 
The entire course from the onset of the infarcts to ulceration 
and healing would take from one and one-half to three months; 
new ulcerations would develop continually during the summer, 
but with the return of cold weather the tendency to recurrence 
ceased and the ulcers that were present healed more rapidly, so 
that the patient became free of ulcerations or markedly better. 
The results of physical examination of the patients, apart from 
the ulcerations and the presence of livedo, were essentially nor- 
mal in every instance. Histopathological studies revealed oc- 
clusive changes in the arterioles and veins of these patients that 
were similar to those in the arteries and veins of five others with 
winter ulcerations accompanying idiopathic livedo reticularis. 
No evidence was found to indicate that tuberculosis, syphilis, or 
periarteritis nodosa was a causative factor in any of these cases. 
None of the patients, eight of whom were housewives, was 
employed in an occupation in which she was exposed to excessive 
heat or cold, and in none was occlusive arterial disease either 
suspected or demonstrated. A combination of medical treat- 


- ment employing. mild local antiseptic dressings, powdered blood 


cells, rest in bed with elevation of the extremities, elastic sup- 
portive bandages to prevent edema, and a trial of the hexa- 
methonium drugs, seems to be the therapeutic method of choice 
for patients with this syndrome. Bilateral sympathectomy, tried 
in four patients, produced little permanent benefit. 


Curettage as a Method of Treatment for Plantar Warts. E. R. 
Seale and J. B. Richardson. South. M. J. 48:575-577 (June) 1955 
{Birmingham, Ala.]. 


The operative field is cleansed with 70% alcohol and dried, 
the area is sprayed with ethyl chloride, and, when blanching 
occurs, a 26 gauge one-half inch hypodermic needle is carried 
with one thrust completely under the wart. About 2 cc. of a 1% 
procaine solution without epinephrine is then injected very 
slowly, since pain increases with the rapidity of the injection. 
When anesthesia is complete the keratinized surface of the wart 
is removed, and then with a curet the globules of verrucous 
tissue are shelled out, leaving a cavity with overhanging edges, 
a glistening fascial floor and firm side walls. The overhanging 
edges are removed with small curved scissors and the wound 
filled with 5% Mercurochrome. Profuse bleeding is controlled 
by a pressure dressing held in place by adhesive tape completely 
encircling the foot. The patient is instructed to remove the band- 
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age the following day and apply an antibiotic ointment and a 
simple dressing twice daily until healing occurs. A consecutive 
series of 140 patients (total of 155 lesions) were treated in this 
manner and followed for at least one year. There were 15 recur- 
rences in this group. The method yielded a higher percentage 
of cures than did the other popular forms of treatment, such as 
radiotherapy, cauterization, and electrodesiccation. 


OPHTHALMOLOGY 


Studies on the Effect of Chloromycetin to Trachoma, Especially 
on the Comparison of Various Concentrations of Ointment. 
M. Mikuni and A. Tsuchiya. Acta med. et biol. 2:755-771 
(Dec.) 1954 (In English) [Niigata, Japan]. 


This report is concerned with the use of chloramphenicol 
(Chloromycetin) ointment, in various concentrations, in the treat- 
ment of trachoma in nearly 800 Japanese children. A chlor- 
amphenicol ointment of 5% concentration was used in 85 chil- 
dren, a 2% ointment in 185 children, a 1% ointment in 234 
children, a 0.5% ointment in 130 children, a 0.25% ointment 
(first five weeks) plus a 3% ointment in 77 children, and a 0.1% 
ointment (first five weeks) plus a 1% ointment in 55 children. 
The ointments were applied once a day, and examinations were 
made once a week. The severity of the trachoma lesions was 
graded according to MacCallan’s three-stage classification to 
which the group of patients with doubtful trachoma was added. 
The authors compare the results obtained with the different con- 
centrations of chloramphenicol in the various stages of trachoma, 
particularly with regard to the length of treatment required. With 
regard to the cure rate in all cases, they state that with 5% oint- 
ment 52.3% of the children with trachoma were cured in 8 
weeks and 85.3% in 20 weeks; with the 2% ointment the respec- 
tive figures were 54.2% in 9 weeks and 81.5% in 20 weeks; with 
1% ointment, 51.3% in 10 weeks and 76.2% in 20 weeks; and 
with 0.5% ointment, 51.1% in 11 weeks and 71.8% in 20 weeks. 
The 0.25% ointment applied for the initial 5 weeks gave only 
5.2% cures, which increased to 55.8% in 11 weeks by the sub- 
stitution of 3% ointment and reached 83.2% in 20 weeks. The 
0.1% ointment applied for the initial 5 weeks gave a 3.6% cure 
rate, which increased, as the 1% ointment was substituted, to 
51.3% within 12 weeks and reached 76.3% within 20 weeks. 
In general, the higher concentrations of chloramphenicol pro- 
duced the better results, but, even with 0.5% ointment, if applied 
continuously and over a long period, satisfactory results could 
be obtained. The advantages of trachoma therapy with chlor- 
amphenicol ointment are that even high concentrations cause 
no irritation or other undesirable secondary effects and that the 
ointment is very stable. The authors feel that chloramphenicol 
ointments of 1% or 2% concentration are best for practical use. 


Etiology and Therapy of Retinal Vascular Occlusions. B. An- 
derson and W. Vallotton. A. M. A. Arch. Ophth. 54:6-12 (July) 
1955 [Chicago]. 


The authors present their experiences in 120 patients observed 
during the last decade. In arterial occlusion the criteria for in- 
clusion in the study consisted of the appearance or persistence 
of the characteristic cherry-red spot. On the venous side, the 
standard for inclusion in the study was clear-cut obstruction 
of a branch by a rigid artery or the characteristic overripe 
smashed-tomato appearance of the central venous trunk oc- 
clusion. The authors feel that in many instances one could make 
a reasonable assumption of a correlation between the retinal 
lesion and some other factor in the history or examination that 
would permit the division of these cases into etiological groups. 
Where the diastolic blood pressure was above 100 mm. Hg and 
the patient over 50, classification was entered under the hyper- 
tensive-arteriosclerosis column. Likewise, when there was a 
clear-cut history of rheumatic fever with other residual evidences 
of such an infection, the authors felt that there most probably 
was a causal relationship between this past disease and the 
occlusion. Therapeutic agents are available that are presumed to 
relax vasospasm, and anticoagulants that reduce the chances of 
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further thrombosis. The problem lies in bringing these agents 
into effective use in properly selected cases. Treatment is recom- 
mended for all arterial occlusions seen within the first week and 
for all venous occlusions seen within the first month after the 
onset. There was no evidence of therapeutic effect on the arterial 
occlusion of hypertensive-arteriosclerotic origin, but compara- 
tive cases suggested that therapy might be beneficial in venous 
obstructions. Treatment seemed to be most effective in the in- 
fectious and postinfectious group in both the arterial and the 
venous obstructions; two of four arterial occlusions improved 
under therapy while no improvement was noted in six untreated 
cases. The authors feel that anticoagulant therapy is justified in 
both arterial and venous retinal occlusions, that the results in 
the hypertensive-arteriosclerotic group will be poor, but that 
in the occlusions associated with infectious processes therapy 
adds appreciably to the restoration of function. 


INDUSTRIAL MEDICINE 


Edathamil Calcium-Disodium in Treatment of Occupational 
Lead Poisoning. A. Zambano and L. Rossi. Riforma med. 69: 
398-404 (April 19) 1955 (In Italian) [Naples, Italy]. 


Good results in treating lead poisoning with edathamil calcium- 
disodium (calcium disodium salt of ethyl liaminetetraacetic 
acid) were obtained in six lead workers who were given the drug 
intravenously in a 20% hypertonic solution in daily doses of 
2 gm. for seven consecutive days. Some patients received a 
second course of treatment after a seven day treatment-free 
period. No side-effects were noted. The urinary excretion of 
lead increased and that of coproporphyrin decreased progres- 
sively, while the lead blood levels were changed only slightly. 
Edathamil calcium-disodium acts to make a lead complex by 
exchanging the calcium contained in its molecule for lead to 
form a chelate, which does not have the toxic action peculiar to 
the free metal. The effectiveness of edathamil calcium-disodium 
in lead poisoning is definitely greater than that of other agents 
that have been used for the purpose, but greater clinical ex- 
perience with the drug is needed. 


Problem of Rhinitis and Asthma in Bakers. C. Pestalozzi and 
U. W. Schnyder. Schweiz. med. Wehnschr. 85:496-501 (May 
21) 1955 (In German) [Basel, Switzerland]. 


Of 159 bakers, 42 showed symptoms of respiratory allergy. 
All 42 had allergic rhinitis, and 6 also had bronchial asthma. 
A familial tendency to respiratory allergy was observed in 12 
(28%) of the 42 bakers, while such a tendency was observed 
in only 9 (8%) of the 117 bakers without allergic symptoms. 
Young people with a familial tendency to asthma or rhinitis 
should be informed about their predisposition to respiratory 
allergy before they start their training as bakers. In all 159 
bakers scratch tests were performed with the flour used in the 
bakeries where they worked, and intracutaneous tests were 
carried out with an extract of rye and wheat. Of the 36 patients 
with allergic rhinitis alone, 24 (66%) had a positive reaction to 
the tests with the flour used in the bakeries where they worked 
or with the extracts of wheat or rye. The clinical aspect of the 
rhinitis, with short dry attacks of sneezing and production of an 
abundant watery secretion (rhinorrhea), as well as the results 
of the skin tests indicated that rhinitis in bakers is an allergic 
rhinitis caused by the flour they have to handle, while still 
other causative factors in addition to the various species of 
flour may be responsible for the occurrence of asthma in bakers. 
Most of the bakers examined showed their first symptoms of 
rhinitis after an average period of 12.7 years of sensitization. 
The intensity of the rhinitis remained unchanged for years and 
even decades in more than two-thirds of the authors’ cases. 
In the six patients in whom the rhinitis was associated with 
asthma, the symptoms of asthma occurred for the first time 
after an average 18 years’ duration of rhinitis. A partial or 
total spontaneous desensitization after a 14 to 15 years’ duration 
of the rhinitis occurred in 4 of the 42 patients. Plimasine (a 
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proprietary compound of tripelenamine [Pyribenzamine] hydro- 
chloride and a sympathomimetic drug), pyrilamine (Neo-Anter- 
gan), and Synopen (N-dimethylaminoethyl-N-p-chlorobenzyl-a- 
amino-pyridine hydrochloride) were used for the symptomatic 
treatment of mild flour rhinitis in patients whose work capacity 
was not reduced. In incapacitated bakers with severe rhinitis 
specific desensitization should be carried out in addition to 
symptomatic treatment. 


Rheumatoid Arthritis in Males: An Epidemiological Study of a 
Welsh Mining Community. W. E. Miall. Ann. Rheumat. Dis. 
14:150-158 (June) 1955 [London, England]. 


Caplan pointed out in 1953 that some coal miners with 
rheumatoid arthritis and with pneumonoconiosis have charac- 
teristic chest x-rays. An epidemiological investigation of this 
new syndrome showed that this nodular lung fibrosis was 
associated with rheumatoid arthritis in more than 50% of cases; 
it also suggested that the prevalence of rheumatoid arthritis 
was increased among men with complicated pneumonoconiosis. 
To determine whether the progressive massive fibrosis of com- 
plicated pneumonoconiosis was a causal factor in arthritis, a 
survey of rheumatoid arthritis patients was undertaken in a 
Welsh mining valley, in which progressive massive fibrosis was 
common among the miners. Immediately before an x-ray survey 
was started in the valley, a census was taken of the population 
and during this census a note was made of all persons said to 
be suffering from any form of arthritis. Ninety percent of the 
complete population over the age of 15 was subsequently 
x-rayed, and each individual was asked whether previously or 
now he had painful swellings of the small joints of the hands 
or feet. Medical practitioners and the rheumatism clinic provided 
lists of patients with rheumatoid arthritis. All patients with 
rheumatoid arthritis found from these four sources were asked 
to submit to x-ray examination of chest, hands, and feet and 
to a differential agglutination test. The survey showed that, 
though the prevalence of rheumatoid arthritis among all patients 
with massive fibrosis is about 2.7%, compared with 0.6% 
among miners without massive fibrosis, the prevalence of the 
disease in miners does not differ significantly from that among 
nonminers, and therefore it is unlikely that massive fibrosis 
predisposes to rheumatoid arthritis. It is concluded, therefore, 
that neither exposure to dust nor the lung changes of complicated 
pneumonoconiosis play a causal role in rheumatoid arthritis. 
Heredity seems to play an important causal role in rheumatoid 
arthritis; this is also true of Caplan’s syndrome and of patients 
with the characteristic Caplan chest x-ray findings without 
arthritis. There seems to be an inherited abnormality of tissue 
reaction, not confined to the skeletal system, in those with, or 
presumably liable to develop, rheumatoid arthritis. This hypoth- 
esis would account for the numerous descriptions of cases of 
rheumatoid arthritis accompanied by active tuberculosis that 
have appeared since Poncet described tuberculous rheumatism 
in 1902, but it does not confirm Poncet’s view that tuberculosis 
is a cause of rheumatoid arthritis. 


THERAPEUTICS 


Protoveratrine in the Treatment of Arterial Hypertension. 
R. Tricot, A. Rozsa and P. de Boislambert. Semaine hép. Paris 
31:2045-2049 (June 10) 1955 (In French) [Paris, France]. 


A French preparation of the maleate salts of protoveratrines 
A and B in tablet form was given orally to 20 patients with 
arterial hypertension, 7 of whom were treated ambulatorily 
while 13 were hospitalized. Treatment was instituted with a 
dose of | mg. daily in four divided doses (1 tablet containing 
0.5 mg of the drug), in order to determine the patient’s sensi- 
tivity to the drug. This daily dose was increased to 1.5 mg. at 
the end of the first week of the treatment, and this dose was 
increased further to 2 mg. or 3 mg. only in exceptional cases 
in which the patients did not show sufficient response to the 
dose of 1.5 mg. per day. Caution seemed to be justified for two 
reasons. Digestive disturbances, such as heartburn, nausea, 
and abdominal pains, may be associated frequently with larger 
doses and may require discontinuation of the drug. They can 
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be avoided by giving the drug after meals and by omitting 
large doses. A sudden severe drop of the arterial pressure 
occurred in one of the authors’ patients after he had taken 
the second tablet, and it was associated with general discomfort 
and a sensation of great weakness requiring rest in the recum- 
bent position. It seems that the excessive susceptibility of certain 
patients to the drug depends on the dose of the drug. Because 
of the authors’ precautions concerning the dose, disturbances 
of rhythm that had been reported by other workers did not 
occur. A large number of patients responded favorably to the 
drug by a drop of from 35 to 45 mm. Hg of the maximum 
systolic pressure and an average drop of from 15 to 20 mm. 
Hg of the diastolic pressure. The effect of the drug became 
apparent within several hours, but the maximum effect was 
reached about the end of the first week of the treatment. The 
more rapid the effect of the drug, the shorter was its duration. 
Fractionated doses and prolonged periods of treatment are, 
therefore, required. The follow-up of the patients was too 
short to permit any definite conclusions concerning late results 
of the treatment. 


Treatment of Bronchopulmonary Moniliasis with CMA 37. 
J. W. MacIntosh Jr., J. D. Gray and C. M. Jones. Canad. 
M. A. J. 72:903-907 (June 15) 1955 [Toronto, Canada]. 


A new analogue of chloramphenicol labelled CMA 37, which 
had been shown to possess fungicidal properties in vitro, was 
given its first clinical trial in a 32-year-old woman with broncho- 
pulmonary moniliasis. She complained chiefly of pains in the 
chest, cough, and loss of weight. Tuberculosis and miliary 
carcinoma were considered in the differential diagnosis, but 
laboratory studies showed a heavy growth of organisms classified 
as Candida albicans, and this, together with the clinical and 
radiological findings, established the diagnosis of bronchopul- 
monary moniliasis. Various remedies were tried but failed to 
check the steady deterioration that was taking place in her 
condition. The use of CMA 37, therefore, seemed to be war- 
ranted, although little was known of either its therapeutic effec- 
tiveness or its toxicity in man. Treatment was started with 
three doses of 1 gm. on the first day, then 250 mg. three times 
a day for the next, and then the dosage was increased to 500 mg. 
three times a day. It was reduced again to 250 mg. three times 
a day for the final two days. These alterations in dosage were 
prompted by the appearance of frequency, dysuria, and hema- 
turia believed to be side-effects of the antibiotic. The optimum 
oral dosage will undoubtedly have to be determined according 
to the requirements in each case. The patient began to improve 
almost at once, and six weeks after treatment she was free of 
cough and dyspnea; she had gained 16 lb. (7.3 kg.), and her 
feeling of well-being had returned. CMA 37 may well prove 
to be as effective against the mycoses as penicillin is against 
the gram-positive bacteria, but since it is an analogue of chlor- 
amphenicol, it should not be used indiscriminately. It contains 
a nitrobenzene ring and, if its use is to be prolonged, the blood 
picture should be examined frequently. It may also have an 
irritating effect on the bladder, as suggested by the hematuria 
seen in this patient. No permanent damage resulted from this 
complication, however, for both the blood urea and the urine 
were normal on later examination after the patient had returned 
to her ordinary activities. 


Cortisone: Third Element in the Treatment of Brucellosis: Pre- 
liminary Report. F. Corelli. Policlinico (sez. prat.) 62:477-482 
(April 11) 1955 (In Italian) [Rome, Italy]. 


In addition to tetracycline and the specific vaccine, cortisone 
or hydrocortisone has been used in the treatment of brucellosis. 
The combined administration of the antibiotic and hydrocor- 
tisone resulted in the rapid and surprising improvement of five 
patients with this condition. The schedule of therapy was 80 mg. 
(20 mg. every six hours) of hydrocortisone on the first day; 
60 mg. (20 mg. every eight hours) for three days thereafter; 
40 mg. (20 mg. every twelve hours) for two to three days; and 
20 mg. for two to three days. Eventually, 10 mg. may be given 
for a few additional days, but often this is not necessary. 
Tetracycline was given concurrently in daily doses of 2 gm. 
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(0.5 gm. every six hours) for 30 to 40 days together with 0.5 
to 1 gm. of vitamin C orally or by injection and vitamin B 
complex to prevent eventual side-effects of the antibiotic. Within 
18 hours after hydrocortisone therapy was started, fever sub- 
sided definitively, and the profuse sweating, headache, and 
muscular and articular pain disappeared, while the patients’ 
general condition, tone, appetite, and energy were restored. 
The therapy was well tolerated, and reactions of the Herxheimer 
type and water retention were not observed. The antibody 
formation was not influenced and the agglutinin titer increased 
from a pretreatment value of 1:1,600 to 1:6,400 after 6 days 
and 1:12,000 after 15 days of treatment. Although tetracycline 
remains the main agent in the treatment of brucellosis, the 
author’s experience indicates that its combination with hydro- 
cortisone shortens the treatment period and gives results that 
are far superior to those obtained with the antibiotic alone 
and with the specific vaccine. Further clinical experience is 
needed to determine whether this combined therapy is effective 
also in preventing the frequent relapses of patients with brucel- 
losis. 


Combined Treatment with a Chloramphenicol Ester and Strepto- 
mycin in Melitococcic Infection. G. Gambusi. Riforma med. 
69:459-460 (April 23) 1955 (In Italian) [Naples, Italy]. 


A preparation containing chloramphenicol succinate, dihydro- 
streptomycin, and streptomycin sulfate was given parenterally 
to 15 patients with acute brucellosis, most of whom had had 
no previous treatment. The average daily dose was 1.5 gm. 
of chloramphenicol succinate and 0.75 gm. of dihydrostrepto- 
mycin and streptomycin sulfate for 9 to 17 days. The therapy 
was well tolerated, and general untoward reactions were not 
observed even in the one patient who was given the drug for 
17 days. In this patient the fever subsided on the 16th day of 
treatment. Recovery was prompt and was still present in all 
but two patients eight months after the treatment was ended. 
The two patients in whom a relapse occurred a few weeks after 
the completion of treatment were given vaccine therapy with 
good results. This new combination is to be kept in mind when 
treating patients with acute brucellosis, because it is devoid 
of side-effects and also because the relapse rate is lower than 
that following treatment with other antibiotics. 


Contribution to the Study of the Mechanism of Action of Anti- 
biotics: Variation and Disappearance of Pathogenic Capacity 
Independent of Proliferative Capacity of a Micrococcus (Staph- 
ylococcus). H. Hinglais, M. Hinglais and Y. M. Langlade. 
Presse méd. 63:989-991 (June 25) 1955 (In French) [Paris, 
France]. 


The bacteriostatic power of an antibiotic agent is merely a 
crude criterion of its efficacy. The authors’ studies on a virulent 
strain of Micrococcus aureus showed that, under the influence 
of different antibiotics, it was possible for the organism’s 
pathogenicity to disappear before its proliferative capacity was 
blocked. This dissociation of effect would explain the disparity 
sometimes seen between antibiotic activity in vitro and in vivo. 
The appearance of mutations differing from the mother strain 
by the absence of a single enzyme has been reported in the 
literature, but there has been no mention of lasting disappearance 
of the pathogenic capacity. The phenomenon is of theoretical 
interest, for the evaluation of the hypothesis strongly suggested 
to the authors that there occurs a fixed and transmissible cyto- 
chemical alteration of the bacterial structure from the direct 
action of the antibiotic. This change manifests itself in a slight 
modification of the enzymatic equipment. 


PATHOLOGY 


Erythrocyte Glycolysis in Hemolytic Disease. J. W. Hollings- 
worth. J. Lab. & Clin. Med. 45:920-925 (June) 1955 [St. Louis]. 


Blood in vitro utilizes glucose, and blood containing large 
numbers of reticulocytes exhibits increased glucose utilization 
as well as demonstrable oxidative metabolism. The present 
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Study is concerned with the glycolytic rates of erythrocytes 
obtained from subjects with hemolytic disease and other diseases 
associated with reticulocytosis. It was undertaken as an investi- 
gation of the relationship of reticulocytosis and maturity of red 
blood cells to the glycolytic activity of blood. It was also hoped 
that such a study might detect some gross metabolic defect in the 
erythrocytes of patients with hereditary hemolytic syndromes. 
The mean glycolytic rate in vitro of red blood cells from 28 
normal subjects and miscellaneous hospital patients was 43 
(+8.8) mg. of glucose per 100 ml. of packed blood cells per 
hour at body temperature. The glycolytic rate of erythrocytes 
from 14 patients with hemolytic diseases was increased. In 
general, the increase in glycolytic rate was proportional to the 
number of reticulocytes present. There were some instances 
of increased glycolysis without marked reticulocytosis. Serial 
studies during subsiding reticulocytosis were performed on a 
patient with hereditary spherocytosis and on two sisters with 
megaloblastic anemia of pregnancy. In these subjects the rela- 
tionship between glycolytic rate and reticulocytes was not exact. 
The data suggest that, even in the absence of reticulocytes, the 
gylcolytic rate in patients with hemolytic disease may be a 
rough index of mean age of erythrocytes and, indirectly, of 
erythropoiesis. 


Arteriosclerotic Occlusion of Cerebral Arteries: Mechanism and 
Therapeutic Considerations. W. L. Bruetsch. Circulation 11: 
909-913 (June) 1955 [New York]. 


In an attempt to elucidate the mechanism by which narrowing 
and occlusion of arteries occurs in arteriosclerotic softening of 
the brain, an extensive microscopic examination of the brains 
of 20 patients with cerebral arteriosclerosis (encephalomalacia) 
was Carried out. No evidence of the occurrence of true throm- 
bosis was observed. The prevailing wide application of the 
concept of thrombosis in arteriosclerotic vascular occlusion, 
therefore, is incorrect. As the author’s microscopic study pro- 
gressed, emphasis shifted from the lipid deposit to the fibro- 
plastic part of the atherosclerotic plaque as the major factor 
in the obliterative sclerosis. The presence of “embryonic foci 
of cellular proliferation” in the plaque appears to be the source 
for the slow extension of the fibroblastic obliteration in the 
large cerebral and other vessels, such as the coronary arteries. 
In the small cerebral arteries, occlusion is caused by endothelial 
proliferation. The proliferative changes of the endothelial cells 
in the small cerebral vessels and the proliferation of the fibro- 
blasts in the atherosclerotic plaques are viewed as a morbid 
process occurring at a time in the patient’s life when various cell 
types show great propensities for abnormal growth. The use 
of drugs that inhibit cell division and others that delay con- 
nective tissue formation may be advantageous in the retardation 
of the arteriosclerotic process. 


Electron Microscope Observations on Collagen Diseases. G. 
Lelli. Policlinico (sez. prat.) 62:627-632 (May 9) 1955 (In 
Italian) [Rome, Italy]. 


Studies by means of the electron microscope were made of 
collagen fibrils isolated from the sternal region of 73 patients 
with various conditions. The results indicated an increase of 
resistance on the part of the fibrils with aging. In the specimens 
of patients with collagen diseases, however, the resistance of 
the fibrils, even of those outside of the involved areas, was 
diminished. In the specimen of one patient with scleroderma 
adultorum, this decreased resistance was much more marked 
in the fibrils of the involved areas than in those of the areas 
that appeared to be healthy. On the other hand, in the specimens 
of patients with azotemic nephritis, uremia, and cachexia, the 
resistance of the fibrils was increased. In the specimen of one 
patient with asthmatic bronchitis receiving cortisone, the fibrils 
were extremely resistant and completely indifferent to the 
hormone. The author states that, in patients with conditions in 
which the collagen is per se particularly resistant, cortisone 
may act unfavorably by speeding up the involutional process 
and the course toward sclerosis. 
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BOOK REVIEWS 


Antimicrobial Therapy in Medical Practice. By Harrison F. Flippin, 
M.D., F.A.C.P., Associate Professor of Clinical Microbiology, Graduate 
School of Medicine, University of Pennsylvania, Philadelphia, and George 
M. Eisenberg, D.Sc., Associate in Medicine, Graduate School of Medi- 
cine, University of Pennsylvania. Cloth. $5. Pp. 284. F. A. Davis Com- 
pany, 1914-16 Cherry St., Philadelphia 3, 1955. 


This monograph is written by investigators who have had wide 
clinical experience with antibiotic and chemotherapeutic agents. 
The first chapter is devoted to a general description of the mode 
of action, pharmacological properties, dosage, and methods of 
administration of the sulfonamides, the available antibiotic 
agents, p-aminosalicylic acid, isoniazid, and nitrofurantoin. The 
next three chapters contain discussions of combined therapy, 
laboratory aspects, complications encountered during antimicro- 
bial therapy, and comments concerning the management of these 
complications. This is followed by a general discussion of the im- 
pertance of early and accurate diagnosis of infectious diseases. 
The next four chapters cover in detail the antimicrobial therapy 
of specific infectious diseases. This is by far the strongest section 
of the book. The next chapter deals with the prophylactic use 
of antimicrobial agents, and in the final chapter the authors 
attempt to be prophetic. The outline of this monograph is good. 
It should prove useful to the general practitioner and to some 
students. It is not a reference book, nor does it contain much 
that would be of great interest to the investigator. The references 
that are given are said to be chosen on the basis of their im- 
portance or historical interest, but many references of excep- 
tional importance and historical interest have not been included. 
Scattered throughout the monograph are quotations of state- 
ments of eminent scientists. These are pleasing but do not add 
greatly to the value of the publication. The book contains a 
number of useful tables and an appendix that lists the chemo- 
therapeutic agents together with their trade names and thera- 
peutic indications for their use. 


Handbuch der inneren Medizin. Begriindet von L. Mohr und R. Staehelin. 
Herausgegeben von G. v. Bergmann, W. Frey und H. Schwiegk. Band 7: 
Innersekretorische und Stoffwechsel-Krankheiten. Teil I: Innersekretorische 
Krankheiten, Fettsucht, Magersucht. Bearbeitet von F. Bahner et al. 
Teil Il: Stoffwechsel-Krankheiten. Bearbeitet von E. Grafe et al. Fourth 
edition. Cloth. 360 marks; 288 marks. Pp. 1163, with 190 illustrations; 
1171, with 168 illustrations. Springer-Verlag, Reichpietschufer 20, (1) 
Berlin W. 35 (West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
Gottingen, Germany, 1955. 


Although this is described as the seventh volume of the re- 
juvenated Mohr and Staehelin system of medicine, it consists 
of two rather weighty tomes that will be described separately. 
Part 1 covers the diseases of the glands of internal secretion and 
also obesity and emaciation. After an introductory chapter by 
Prof. Arthur Jores, which discusses the historical development 
of our knowledge of the glands of internal secretion, there are 
sections discussing the diseases of each endocrine gland. Pro- 
fessor Jores discusses the diseases of the hypophysis, the adrenals, 
and the sex glands; Professor Bansi covers diseas<s of the thyroid; 
Professor Fanconi considers diseases of the parathyroid glands; 
and Professor Bahner describes the causes and effects of obesity 
and of emaciation. The volume contains a discussion by Docent 
Doctor Zimmerman on the chemistry and metabolism of the 
steroid hormones. The second part discusses the diseases of 
metabolism. There is a lengthy section on the diseases of carbo- 
hydrate metabolism by Prof. E. Grafe and Prof. J. Kihnau, 
which covers diabetes mellitus, so-called renal diabetes, spon- 
taneous hypoglycemia, and hyperinsulinism. Professor Grafe 
has a special section on disorders of glycogen storage. Profs. 
W. Loffler and F. Koller contribute a lengthy section on gout, 
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and Docent G. Schettler a section on lipid abnormalities. Prof. 
A. Vannotti discusses the porphyrin disease, and Docent Kurt 
Schrier covers disturbances of the protein metabolism, phos- 
phaturia, oxaluria, and oxalosis. 

The arrangement of the material varies somewhat. There is 
usually a descriptive definition and sometimes a historical survey. 
The etiological factors; the general clinical findings (often with 
illustrative case reports); the different types of the disease; special 
features; the diagnosis (including the use of technical methods); 
the effects on special organs; the complications; the frequency 
and geographical distribution; the pathological anatomy, physi- 
ology, and chemistry; and the diagnosis, prophylaxis, and treat- 
ment all receive consideration. Extensive bibliographies of each 
subject follow the articles, and the volume ends with author and 
subject indexes. The articles are clearly written and compre- 
hensive. The books are substantially bound in blue cloth, the 
paper is of good quality, and the type clear and easily readable. 
There are many graphs and excellent photographic illustrations 
in black and white of patients, roentgenograms, and gross and 
microscopic pathological lesions. There are a few colored plates 
where these are necessary to bring out special features. In brief, 
the books are a mine of well-documented information on the 
subjects covered and appear to contain no serious errors of 
omission Or commission. 


Moto-Kinesthetic Speech Training. By Edna Hill Young and Sara 
Stinchfield Hawk. Cloth. $5. Pp. 176, with 43 illustrations. Stanford 
University Press, Stanford, Calif.; Oxford University Press, Amen 
House, Warwick Sq., London, E.C.4, England, 1955, 


As late as 1952 there still lingered in medicine the super- 
stition that speech defects might be caused by congenital short- 
ness of the frenulum of the tongue and could be prevented or 
cured by cutting this normal structure. Only one who has 
actually seen an unnecessary operation of this sart on a new- 
born baby can fully appreciate the magnificent work of recent 
years whereby this misconception, with many others, has been 
cleared up. This book summarizes the work already done by 
pioneers in the field, explains the many causes of speech defects, 
and illustrates the methods whereby children with various 
handicaps can be helped to speak. Sometimes the trouble has 
been simply a lack of people to talk to, and sometimes it is 
cerebral palsy, cleft palate, or deafness. Sometimes the acquisi- 
tion of even a single word is a triumph, while at other times 
the remedy is simple, but in many cases the effect of treatment 
on a child’s home life and social development is immense. This 
book deserves praise for accurate detail, balanced consideration 
of available techniques, excellent illustrations, interesting case 
histories, a stimulating bibliography, and its index. Since speech 
therapists now working in our schools need the understanding 
and cooperation of local physicians, it is recommended that 
every physician who has contacts with school children make 
an effort to see this book. 


Diseases of Infancy and Childhood. By Wilfrid Sheldon, C.V.O., M.D., 
F.R.C.P., Physician-Pediatrician to Her Majesty the Queen, London. 
Seventh edition. Cloth. $10. Pp. 804, with 231 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 
14 Gloucester Pl., Portman Sq., London, W.1, England, 1955. 


In the present edition of this textbook, the author has stated 
that it was intended to help the undergraduate student and 
practicing physician but not to compete with the larger reference 
works. It contains only short descriptions of the subjects, and 
no student of pediatrics would be happy with the amount of 
information given. This textbook might come in handy for prac- 
titioners, since it is easy to read and to understand. It could 
also be used effectively in teaching nurses. 
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QUERIES AND MINOR NOTES 


TREATMENT FOR TAENIA SAGINATA 

To THE Epitor:—Please outline a treatment for taenia saginata 
of two years’ duration in a 15-year-old boy. Atabrine pro- 
duces severe nausea. M.D., California. 


ANSWER.—Quinacrine hydrochloride (Atabrine) may not 
cause severe nausea if given with sodium bicarbonate, 1 gm. 
in each 250 ml. of water. If quinacrine cannot be used, either 
of the following methods of treatment should be effective: (1) 
hexylresorcinol crystals (not crystoid capsules) 1 gm. and 
powdered acacia 2 gm., emulsified in 40 ml. of water; or (2) 
oleoresin of aspidium 6 ml. (must be reasonably fresh) and 
powdered acacia 8 gm., emulsified in 60 ml. of water. For effec- 
tive use (i. e., to obtain the head of the worm) either of these 
mixtures should be administered by duodenal tube. Prepara- 
tion of the patient should include: a light evening meal the 
night before treatment, with no roughage; no alcohol; sodium 
sulfate 15 to 30 gm. in water as a laxative at bedtime (to re- 
move mucus from about the head of the worm); no breakfast, 
except water; intubate duodenum as early as practical—check 
for location of bulb by suction and by fluoroscopy if practical; 
administer anthelmintic through tube; remove tube; after two 
hours give purge of 30 gm. of sodium sulfate in water; and 
collect all intestine discharges carefully after anthelmintic until 
worm is passed. Search for head in later discharges if it is not 
found with main portion of worm. 


LYMPHEDEMA FOLLOWING MASTECTOMY 

To THE Epiror:—ls there any new treatment for surgical lymph- 
edema following radical mastectomy? A patient was 40 years 
old and had a scirrhous carcinoma of the left breast with 
metastasis to neighboring lymph nodes. The mass in the breast 
itself was centrally located. The lymphedema seems to be 
somewhat progressive, and 1 have been unable to demon- 
Strate any new metastasis in the axilla. 


S. W. Scorse, M.D., Joplin, Mo. 


ANSWER.—There is really no new approach to postoperative 
lymphedema of the arm. There is always the probability that it 
represents recurrent or persistent disease in the axilla. In this 
event x-ray therapy would be indicated. Elevation of the arm 
at night with overhead traction apparatus along with compres- 
sion dressings on the arm usually reduces the size considerably. 
The compression dressings should be worn during the day as 
much as possible, and reelevation of the arm at intervals during 
the day also helps. When the lymphedema is extreme and there 
is no evidence of recurrent disease, the skin of the arm can be 
removed in long strips with an electrodermatome, the sub- 
cutaneous tissue excised down to fascia and the skin reapplied 
as grafts. While this procedure is disfiguring, it will reduce the 
discomfort and disability in the arm greatly. 


INHALATION OF ZINC STEARATE POWDER 
To THE Eprror:—What are the hazards to rubber industry work- 
ers from the inhalation of zinc stearate powder or contact of 
this powder with the skin? 
Sherman L. Watson, M.D., Meadville, Pa. 


ANSWER.—Apparently the question as to the desirability of 
substituting zinc stearate in the place of soapstone or tale in 
the rubber industry first arose about 1931 (J. A. M. A. 96:1818 
[May 23] 1931). Some 131 instances of zinc stearate poisoning 
in infants were investigated by the American Medical Association 
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committee that reported in THe JouRNAL (84:750 [March 7] 
1925). This report indicated the occurrence of bronchitis and 
bronchial pneumonia, attributed to the combined and chemical 
action of zinc stearate, with a 21% mortality. It is presumable 
that in some instances, gross quantities of zinc stearate were 
involved through such accidents as the removal of the zinc 
stearate lid. Zinc stearate now is little used as a baby powder. 
Few cases are known in industry, but from Finland Drs. Norro 
and Uotila reported a fatality in a rubber plant worker after 
29 years of employment and gave a general presentation of the 
harmful properties of zinc stearate in industry. Still the possi- 
bility exists that if high concentrations of zinc stearate dust 
arise in industry, pneumonitis could arise. Otherwise this dust 
is conducive to low-grade inflammation along the respiratory 
tract. If the use of zinc stearate in the rubber industry for dust- 
ing stock is highly desirable, this can be carried out through 
mechanical devices in the presence of eXhaust systems so as to 
eliminate any substantial exposure for workmen. Dermatitis 
from zinc stearate is not expected. 


LOOSE CARTILAGE IN KNEE JOINT 


To THE Eprror:—What is the accepted surgical treatment today 
for loose cartilage in the knee joint? 


Frank E. Wilson, M.D., New London, Conn. 


ANSWER.-—The best surgical treatment is to make an incision 
adequate to expose the injured meniscus. This can be an oblique 
incision over the articular space starting medially or laterally 
to the quadriceps tendon. In this way there is no muscular 
injury, and with retraction, the inner surface of the joint can 
be seen, particularly when the knee is flexed. By rotating the 
leg, one can see the cruciate ligaments; only the posterior horn 
of the medial meniscus is not visible. If it is essential to see 


‘the posterior part, a second incision may be made posterior to 


the collateral ligament. If there is any doubt, the entire meniscus 
should be removed. Occasionally, the lesion is evident, and it 
is apparent that it would explain all the symptoms. In this case, 
only the injured section need be excised. 


ABDOMINAL SYMPTOMS IN DIABETES 


To THE Epitor:—A very obese woman with unsuspected and 
untreated diabetes had what appeared to be acute appen- 
dicitis. The fasting blood sugar level was 210 mg. Study of 
the urine showed 4+ sugar, a trace of acetone, and 4+- albu- 
min. The history and physical findings were typical of acute 
appendicitis with a blood count of 18,000 white blood cells 
per cubic millimeter, 82% polymorphonuclear cells with 15 
stabs, After medical consultation, an operation was performed. 
When the peritoneal cavity was opened, moderate amount 
of turbid fluid escaped, and the rest was aspirated and a 
culture taken (no growth after 72 hours). The peritoneum 
appeared congested. The appendix was small and_ trophic 
with some periappendicitis reaction. There was much edema 
of the cecum, and retroperitoneal tissues including perinephric 
edema. Could these physical manifestations and pathological 
findings be accounted for by her untreated diabetic state? 
Her blood on standing showed a serum that was grossly al- 
most pure white, due no doubt to a high lipid content. The 
patient’s postoperative condition is good. Could I have a 
discussion of diabetes simulating a surgical abdomen? 


M.D., California. 


ANSWER.—This obese woman had diabetes because she 
showed glycosuria and hyperglycemia. Lacking knowledge about 
the diacetic acid and the presence or absence of showers of 
casts in the urine, the percentage of carbon dioxide, nonprotein 
nitrogen, and cholesterol in the blood, as well as the body 
temperature, it is difficult to decide whether the degree of 
acidosis was sufficient to account for the notable amount of 
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albumin, a blockage of excretion of diacetic acid, and the ac- 
companying leukocytosis so common in diabetic coma. Con- 
ceivably latent diabetes in a fat woman, who had radically 
restricted carbohydrate for some time to reduce weight, could 
stimulate the condition described including the lipemia that is 
not present in the usual case of diabetic coma. Although symp- 
toms and signs suggested acute appendicitis, the operation did 
not confirm that diagnosis and the height of the leukocytosis 
counts is also against it. Lipid nephrosis is not accompanied by 
acute abdominal symptoms. The edema of the tissues at opera- 
tion is not easily explained, because edema is most rare in 
acidosis of diabetic origin. In diabetic patients, the latency of 
symptoms and signs of abdominal infections particularly in the 
appendix and gallbladder is notorious. Repeatedly an appendix 
or a gallbladder can explode in the ward while the patient is 
under observation for an entirely unrelated disorder. In diabetic 
coma, abdominal symptoms are so common that in a consider- 
able percentage of the cases, a surgical consultation is almost 
routine and if in doubt exploration of the abdomen carried out. 
A pseudoperitonitis was recognized as long ago as in Kussmaul’s 
original description of coma. The abdominal distress, Hippo- 
cratic facies, the tense abdomen, and the leukocytosis conformed 
closely to appendicitis,‘ but in Borning’s case the symptoms re- 
curred in several subsequent bouts of coma although the 
appendix had been removed several years before. 


INFANT FEEDING 

To THE Epitor:—What are the advantages or disadvantages of 
certified milk in formulas for infant feeding and the advan- 
tages or disadvantages of the addition of carbohydrate in 
preparing the formula? What carbohydrate is preferred? 


M.D., New York. 


ANSWER.—Certified milk is the cieanest and most uniform in 
composition of any milk. It has done a great deal in raising 
the standards of milk production. It is expensive, and it should 
be pasteurized—it is usually sold raw. In localities where the 
general milk supply is below standard, certified milk should be 
used if obtainable. If the general milk supply is of high quality 
certified milk is not necessary. Cow’s milk contains only about 
4.5% of sugar. A baby can usually take with advantage more 
carbohydrate than this. It usually makes little difference which 
sugar is used. At the present time corn syrup, which contains 
dextrose, dextrins, and maltose, is the most popular. Starch, 
in the form of cereal, can be added at the third month. 


TINEA CAPITIS 

To THE Epitor:—/n this area, I have been confronted with the 
question of whether it is permissible to allow children infected 
with tinea capitis to bathe in public swimming pools. I have 
advocated the use of a swimming cap, but I wonder if such 
a restriction is adequate or unnecessary. 


William Snyder, M.D., San Antonio, Texas. 


ANSWER.—The better course would be not to permit an in- 
fected child to use a public swimming pool. Even though the 
chance of transmitting the infection in a swimming pool is 
remote, it is still theoretically possible, and a tightly fitting swim- 
ming cap, though it would be helpful, would not be certain to 
give complete protection. 


HIGH BLOOD CHOLESTEROL 


To THE Epitor:—Has any effective means been found for lower- 
ing high level of blood cholesterol in individuals presenting 
significant changes associated with arteriosclerosis? 


M.D., California. 


ANSWER.—High plasma cholesterol levels can be lowered 
more or less effectively by (1) a low fat, low cholesterol diet 
containing not more than 60 gm. of fat per day or (2) the 
addition of plant sterols to a normal diet. The use of these 
procedures is still in the experimental stage, as far as long-term 
therapy in man is concerned. Preliminary reports are favorable 
but use should be deferred until the evidence is confirmed on 
long-term trials. 


J.A.M.A,, Sept. 17, 1955 


ULTRASONIC THERAPY 


To THE Epitor:—/s there any danger in ultrasonic treatment to 
tissue that has been treated to tolerance with x-ray and 


radium? J. E. Gardner, M.D., Corpus Christi, Texas. 


ANSWER.—There have been reports in the medical literature 
on the combined use of ultrasonic and x-ray therapy for the 
treatment of dermatological conditions. There is as yet, however, 
no clear cut evidence to show that their combined use has any 
particular advantage over the use of x-ray therapy alone where 
it is indicated or ultrasonic therapy alone in the conditions for 
which it is useful. Ultrasound is primarily useful for the relief of 
pain and tenderness in certain inflammatory affliction of connec- 
tive tissues, such as seen in osteoarthritis, humeroscapular peri- 
arthritis, bursitis, and some cases of rheumatoid arthritis. Ultra- 
sound on the other hand is contraindicated in the presence of 
malignancy, whereas x-ray therapy may be the treatment of 
choice. Since the application of ultrasound is contraindicated 
in the presence of malignancy, it should not be used in conjunc- 
tion with x-ray therapy applied for the treatment of carcinoma. 
The real value of its combined use with x-ray therapy for other 
dermatological lesions has not been established. 


IODIZED SALT AND TUBERCULOSIS 

To THE Epitor:—Does the small amount of potassium iodide 
ingested by adding iodized salt to the food really aggravate 
tuberculosis? 1 read that p-aminosalicylic acid has a goitro- 
genic effect on some patients. Would not iodized salt an- 
tagonize this goitrogenic action? Does not the food in certain 
areas contain as much or more potassium iodide than the 
iodized salt (1:100,000)? 

Walter Weinberger, M.D., Cresson, Pa. 


ANSWER.—The minute amount of potassium iodide that may 
be ingested through the use of iodized salt is of no significance 
in human tuberculosis. Indeed, a distinguished group of phthisi- 
ologists recently expressed the opinion that no good evidence 
existed for a deleterious effect on tuberculosis even from sub- 
stantial doses of iodide. The goitrogenic action of p-amino- 
salicylic acid cannot be reliably prevented by iodide. Desiccated 
thyroid, 30 to 60 mg. per day after meals, should effectively 
prevent the development of goiter from p-aminosalicylic acid. 
The iodine content for food, of course, varies greatly with its 
place of origin. In general, in nongoitrous areas, common foods 
contain at least 10 to 100 mcg. of iodine per kilogram of dry 
weight. A normal diet, therefore, should provide as much or 
more iodide than that supplied by iodized salt, which contains 
10 mcg. of iodide per gram of salt. 


HEMOLYTIC DISEASE OF THE NEWBORN INFANT 
To THE Epitor:—Having once had an erythroblastotic infant 
due to A-B-O incompatibility, what are a mother’s chances of 
having a similarly affected infant in subsequent pregnancies? 
Does this disease follow a pattern similar to Rh incompati- 
bility in that later infants are more severely affected? 
Andrew F. Turano, M.D., Middletown, Conn. 


ANSWER.—Less than 10% of all severe cases of hemolytic 
disease of the newborn infant are caused by incompatibility of 
the A-B-O factors. A large proportion of these cases occur in 
primipara. There may be no increase in severity with subsequent 
pregnancies, and there is a good chance of these children being 
normal. It is difficult to predict the disease in the expected infant 
from either the variety or titer of antibodies in mother’s serum. 


BLOOD TYPES 

To THE Epitor:—Please tell me what type of blood is recom- 
mended for group AB recipients when group AB blood is 
not available? §am D, Cummins, M.D., Shreveport, La. 


ANSWER.—It is estimated that the serums of 3% of group 
A.B individuals contain anti-O and that anti-A; is present in 
25 to 30% of group A2B serums. This constitutes a theoretical 
argument for giving blood of group B to the AB recipient when 
type specific blood is not available. However, experience has 
shown that low titer group O blood is satisfactory. Group A 
blood is the third choice. 
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